PERSONNEL
PROCEDURES
AND
TRANSACTIONS
GUIDE

This Guide is published to familiarize Department Heads with various personnel
actions made in connection with an employee’s initial employment, changes in
employment status or absence from work. It is not intended to be all inclusive and is
subject to change. All forms attached to this guide are also available on the Town’s

website under the Human Resources link at www.darienct.gov .
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I. FILLING A POSITION

All vacant positions must be budgeted and approved for hiring prior to
recruitment and appointment. The Town has implemented a position control
process that begins with the Department Head completing a Position Action
Request Form and submitting it to the Human Resources Department for
review. The Department must provide all relevant information concerning
the type of action being requested. This form is required before any position
can be approved except for Park and Recreation/Youth Commission summer
seasonal positions such as lifeguards and camp counselors. Once the Human
Resources Department has reviewed the request, the form is forwarded to
the Finance Department for review and recommendation, and then it is
forwarded to the Town Administrator for final approval. A copy of the

Position Action Request Form is attached.
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Town of Darien
POSITION ACTION REQUEST FORM

If vacant, check box: Position Control Number, if applicable:
If recall, check box

POSIthll Actlon

Refill Transfer
L] L]

Establish (Specify Full-Time; Pant-Time; |:| Promotion
Temporary (e.g. 2 months);
D Eliminate D Reclassify

Egg

tach Job Description and Organization Chart (Other than Appendix B)

Effective Date: End Date (If Temporary): Notify HR of
any date changes

Department Assigned (e.g. Finance): Division or other Unit (e.g. Detective):
Position Description including Job Title: Official Duty Location;
Position Phone/Extension: Name of Last Person in Position (If applicable):
Supervisor’s Name: Phone/Extension: | Contact Name (If not Supervisor): Contact’s Phone:

D Fill in for long term absence |:| Workload peak L__l Other (Explain)

D Internal |:| External |:| Both

FUND/ORG ' OBJECT | PERCENT

I am requesting this action. I certify that funds are available for this position.
Date; Supervisor’s Signature:
Date: Finance Department Signature:
Date: Director of Human Resources and Signature:
Date: Town Administrator Signature:

HR Goals and Ojectives
Strategic Plan Implications
FLSA Status

Updated: September 2015



DETERMINING THE APPROPRIATE POSITION TO BE FILLED

Once you become aware of a vacancy in your department, you should
review your department needs to insure that the vacant position is actually
the appropriate position for the department. Each time you have a vacant
position, you are presented with an opportunity to adjust your table of
organization and to realign your workforce to insure the needs of the
department are being met by the existing staffing composition. This may
require a review of the mission and objectives of the organizational unit and
a determination as to the tasks to be performed in accomplishing those
objectives. It will also require you to determine the most efficient methods,
work processes, equipment and techniques to use for performing the
objectives.

If, after you perform the analysis, you decide that the vacant position
no longer meets the needs of the department, you can modify the position,
create a new position, or fill a different but existing position than the one
vacated. For example, if a Driver has recently resigned, the Department may
not need another Driver because of a change in duties, equipment or
objectives. Instead the Department needs may better be met by a position

that requires a higher or lower set of knowledge, skills and abilities.
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MODIFYING A JOB OR JOB DESCRIPTION

Once you have reviewed the needs of the department and determined
the appropriate position to fill, you should review the existing job
description to determine if it accurately reflects the duties and
responsibilities of the position and the needs of the department. If the
existing job description is out-of-date, you should revise it to more
accurately reflect the duties actually being performed. If the job has evolved
into one that requires greater levels of skill, knowledge or education, then
the position may be appropriate for an upgrade/reclassification.

If you want to fill a newly created position or significantly change an
existing job description, you will need to draft a proposed job description
and rate of pay for the position. If the position is represented by a Union, it
will have to be sent to the Union representative for review. Although the
Town has ultimate authority over the job duties the position will perform,
the Union has the right to negotiate over the rate of pay. If the parties cannot
reach an agreement on the appropriate rate of pay, the parties can submit the
issue to an arbitrator for resolution.

A job description contains a general statement describing the position
followed by more detailed statements of the type of work and
responsibilities that characterize the position. A consideration of such factors
as variety and difficulty of work, work hazards, relative independence of
action, supervision received and exercised, and other distinguishing features
are also included. The job description should include the minimum
educational or experience requirements for the position and if any special
license or certifications are required. Each time a job description is created

or modified, the date of the action should be included on the job description.

Page 5 of 30



When developing a job description, the following format should be utilized:
Job Title: SALARY GRADE
Job Summary: This summary should include the general purpose and responsibilities of
the position.

Supervision Received:

Supervision Exercised:

Equipment/Vehicles Operated: If applicable
Examples of Essential Duties; This section illustrates a more specific picture of the duties

assigned to positions in the class in terms of typical examples rather than an all-inclusive

list of assignments.

DUTIES SHOULD APPEAR IN ORDER OF IMPORTANCE

[ ]

Final example of duties should consist of a statement such as “performs related

work as assigned”.

Special Requirements: List specific licenses or certificates needed by an employee. Such
licenses are those required for persons engaged in certain occupations such as law,

medicine, or jobs requiring the operation of dangerous equipment.

Minimum Qualifications Required: This section sets forth the knowledge, skills, and

abilities into quantifiable training and experience standards. It sets forth the minimum

qualification requirements which an applicant for a vacant position in the class should

possess at the time of appointment.

Physical Requirements: This section should specify conditions of physical endurance or

emotional stability highlighted by demand of the position, where such conditions are

primary selection factors. The essential physical requirements to perform the job

Date Created:
Date(s) Revised:
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HUMAN RESOURCES DEPARTMENT

POSITION DESCRIPTION

Title: Facilities Maintenance Laborer Grade 2

Job Summary: Performs unskilled to semi-skilled work involving maintenance, cleaning, and
minor repairs of buildings, grounds, and equipment and Railroad platforms.

Supervision Received: Works under the supervision of the Public Works Director or designee.
Supervision Exercised: None.

Equipment Operated: Equipment of all types owned or leased by the Town utilized by the
Public Works Department including but not limited to: mowers, commercial walk-behinds, chain
saws, weed whackers, power hedge trimmers, snow blowers, vibratory plate compactors, jack
hammers, concrete saws and various hand tools.

Vehicles Operated: Any and all Vehicles and Trucks owned or leased by the Town.
Examples of Essential Duties:

Cleans, scrubs, scrapes, buildings, walls, machinery, and the equipment.
e Performs general maintenance of Town buildings, facilities and equipment.
Performs landscaping work, shovels snow, spreads ice control materials on icy roads and
walkways, operates power lawnmowers, and picks up leaves and trash.
e Performs planting, painting, cleaning, spraying and spreading of materials, basic
plumbing, electrical, heating and mechanical system adjustments and repairs, carpentry
and masonry.
Plows snow in parking lots and spreads ice controls materials during snow storms.
May assist custodial staff as needed.
May assist with snow removal from Railroad platforms and sidewalks.
Performs related work as assigned or as directed.

License Required: Possess and maintain, in accordance with applicable State law, valid State of
Connecticut Motor Vehicle that is not under or in jeopardy of suspension of revocation.

Minimum Qualifications Required: One (l) year experience as a general laborer or mechanics
assistant. Understanding of maintenance principles such as plumbing, electrical and repairing
equipment a plus. Ability to read English. Ability to follow instructions. Some basic computer
knowledge. Ability to work overtime. Good physical condition.



Desirable Requirements: Commercial Driver's License and Building Operator Certification
(BOC).

Physical Mental Exertion/Environmental Conditions: Ability to lift 80 pounds from ground
level, carry same, place it back on the ground. Physical strength and agility necessary to control
mowers and other power equipment while operating on uneven terrain. Ability to work 16-hour
shifts with only normal breaks. Must be able to climb, bend, stoop, and work at heights. Must be
capable of working on the exterior and the interior of the building during all seasonal weather
conditions. Works in the outdoors exposed to the full range of local climatic conditions.

Updated: September 11, 2015



PERFORMANCE EVALUATION

The Town maintains high standards for employee job performance. It
is the Town’s goal to support employees in the achievement of their full
potential. The Town’s evaluation process focuses on the individual
employee’s contribution to the Town services, as well as the abilities the
employee demonstrates in doing so. The Town formally evaluates most
employees once per year. Areas such as; accomplishments during the prior
year, performance against job standards and objectives, areas of needed
improvement, and goals for the upcoming year are all reviewed during the
evaluation. The evaluation process is the basis for salary and benefit
decisions for the upcoming year. In addition, supervisors are urged to
evaluate an employee’s progress throughout the year through direct meetings
and in writing as necessary.

The purpose of the performance evaluation is to evaluate an
employee’s job performance and response to training. The employee
performance evaluation forms and the discussion between employees and
their supervisor are designed to create accountability in the performance
evaluation process. Acknowledgement of employee strengths and
accomplishments will be addressed along with the development of an action
plan where appropriate. The employee’s supervisor is responsible for
completing the applicable employee evaluation form. The employee’s
supervisor will meet with the employee to discuss the evaluation and the
employee’s individual goals or job requirements for the coming year.
Employees and their supervisors are expected to include any written
comments, and both employee and supervisor are expected to sign the form.

If necessary, the supervisor will develop and attach a professional
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development plan. The employee’s supervisor will submit the completed and
signed performance evaluation, with attachments (if any), to the Town
Administrator for review and approval as necessary. The employee’s
supervisor then submits the employee’s completed and signed performance
evaluation, with attachments (if any), to the Human Resources Department
to be included in the employee’s personnel file. Employees must be allowed
to review any and all evaluations. If there is anything in the evaluation that
an employee disagrees with, the employee can submit a rebuttal or
explanation, which the employer must attach to the evaluation and place in
the employee's personnel file,

Employees may receive one or more performance evaluations during
their initial probationary period, and as otherwise provided by state law,
Town policies and procedures, and, if applicable, the collective bargaining
agreement. Employees may also receive a performance evaluation in the
event of a promotion or when their job duties and responsibilities or job
performance have changed significantly and it warrants review. Probationary
employees must be evaluated by the end of their first 90 days of continuous
service.

Supervisors are required to use the Employee Evaluation Form (See
attached) for bargaining unit employees. Department Heads and other non-
bargaining unit supervisors are evaluated using a different evaluation form

and process which includes an Employee Self-Assessment.
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Town of Darien
EMPLOYEE EVALUATION FORM

EMPLOYEE’S NAME:

REASON FOR ACTION:

[ 1 Compliment: || Excessive Absence of Lateness:
_|:| Unsatisfactory Work Performance: I:l Insubordination:

[ | Disruptive Work Behavior: [ | Violation of Department Rules

E Refusal to Perform Assigned Work: D Violation of Safety Rules
[ ] OTHER:
DESCRIPTION OF INCIDENT (IF APPLICABLE): Provide in a complete but concise manner, relevant

information regarding the employee’s performance, actions, or behavior displayed. {Attach additional
sheet(s) if necessary).

_ACTION TAKEN BY SUPERVISOR:

[ JFormal Supervisory Commendation (Written) [ [Written Commendation Recommendation
[T Tverbal Supervisor Warning [:IWritten Reprimand Recommendation
_DWritten Supervisory Warning DSuspension Recommendation

{Complete next section} {Supervisor signs and forwards)

CORRECTIVE ACTION TO BE TAKEN:

Notice: The employee is advised that any further violation of performance standards, rules regulations or policies
may result in further discipline up to and including suspension from duty and/or termination of employment.

EMPLOYEE’S COMMENTS
L1 agree with the action taken.
[]1 disagree with the action taken for the following reasons:

Employee’s Signature: Date;
Supervisor’s Signature: Date;

—————————— ————— ———————— —
This document shall serve as a Written Record to the Employee regarding the described performance or

conduct. The employee is advised that any further violation of rules regulations or policies may result in
further discipline up to and including suspension from work and/or termination of employment.

[_] Copy to Personnel File and Employee [ | Employee met with Supervisor on — Date:

E Remove from Personnel File (if applicable) on




Town of Darien
EMPLOYEE SELF-ASSESSMENT

Employee Name: Position:

Look back over the past 12 months and evaluate your performance — assess your accomplishments
and projects still unfinished ~ and try to identify potential roadblocks to improved performance.

1. List some of your accomplishments over the last 12 months.

2. List those obstacles which hindered your performance or hampered your productivity.

When you evaluate how well you performed over the last 12 months, can you identify any areas Jfor
Surther improvement?

3. What areas have you improved on over the last 12 months that you need to continue to maintain?

4. What areas do you feel that you need to improve upon for the next evaluation period and how do you
plan to work on these areas?

What are your goals over the next 12 months?

Activities to How will you know if you
Goal accomplish goal accomplished your goal

1.

L
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2015-2016 PERFORMANCE EVALUATION AND RECOGNITION SYSTEM
PLANNING AND EVALUATION RECORD

SUPERVISOR NAME:

TITLE: ' SIGNATURE: l DATE:

DEPARTMENT/PROGRAM:

RATING PERIOD FROM: To:

RATING SUPERVISOR:

TITLE; SIGNATURE: DATE:

%
PURPOSE OF THE PERFORMANCE EVALUATION

AND RECOGNITION SYSTEM

The purpose of the Performance Evaluation and Recognition System (PERS) is to:

* Facilitate joint planning between a Supervisor (e.g. Department Head) and Rating Supervisor (e.g. Town
Administrator) on what the Supervisor is expected to accomplish.

®* Establish specific, measurable, attainable, realistic, and time-bound (SMART) goals consistent with the
Town'’s strategic plan and priorities, professional practice and considered fair by both the Supervisor and
the Rating Supervisor.

= Promote ongoing communication between the Supervisor and the Rating Supervisor concerning
expectations, how well the Supervisor is meeting these expectations, and what steps must be taken to
ensure that the established goals and Administrative Competencies are met.

* Guide regular evaluations of progress and promotion of the Supervisor’s professional development.

* Identify corrective action and professional development needed when a Supervisor has not accomplished
a performance goal and/or met an Administrative Competency.

* Provide a basis for differentiating among levels of performance and thus serve as a basis for a
Supervisor’s salary increase or pay based on performance.

* Improve individual job performance and thereby increasing the effectiveness of the program and/or
Town.
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PART I GOALS AND STRATEGIES-THE PLANNING, PROGRESS REVIEW AND COMMUNICATION PROCESS

The Supervisor, together with the Rating Supervisor, will list the Supervisor’s performance goals for the fiscal year rating
period in order of priority. Each goal should state what the Supervisor plans to accomplish, how the goal aligns with the
Strategic Plan, any constraints, and identify performance measures to determine whether the goals are met, and specify
the target date for completion. In addition to informal discussions of progress, the Rating Supervisor must meet with each
Supervisor to review accomplishments, identify obstacles, determine future actions, and, if necessary, to revise or update

goals.

Priority Number];

Target Date:

Alignment to Strategic Plan:

Goal:

Constraints:

Performance Measures:

Action Steps
Taken and/or
Adjustments
Needed

First Quarter

Second Quarter

Third Quarter

Fourth Quarter

Supervisor's
Initials:

Rating Supervisor’s
Initials:

Date:

Priority Number 2:

Target Date:

Alignment to Strategic Plan:

Goal:

Constraints:

Performance Measures:

Action Steps
Taken and/or
Adjustments
Needed

First Quarter

Second Quarter

Third Quarter

Fourth Quarter

Supervisor's
Initials:

Rating Supervisor's
Initials:

Date:

Priority Number 3:

Target Date:

Alignment to Strategic Plan:

Goal:

Constraints:

Performance Measures:

Action Steps
Taken and/or
Adjustments

Needed

First Quarter

Second Quarter

Third Quarter

Fourth Quarter

Supervisor’s
Initials:

Rating Supervisor's
Initials:

Date:
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Priority Number 4:

Target Date:

Alignment to Strategic Plan:

Goal:

Constraints:

Performance Measures:

Action Steps
Taken and/or
Adjustments
Needed

First Quarter

Second Quarter

Third Quarter

Fourth Quarter

Supervisor's
Initials:

Rating Supervisor’s
Initials:

Date:

Priority Number 5:

Target Date:

Alignment to Strategic Plan:

Goal:

Constraints:

Performance Measures:

Action Steps
Taken and/or
Adjustments
Needed

First Quarter

Second Quarter

Third Quarter

Fourth Quarter

Supervisor's
Initials:

Rating Supervisor’s
Initials:

Date:

Priority Number 6:

Target Date:

Alignment to Strategic Plan:

Goal:

Constraints:

Performance Measures:

Action Steps
Taken and/or
Adjustments
Needed

First Quarter

Second Quarter

Third Quarter

Fourth Quarter

Supervisor's
Initials:

Rating Supervisor's
Initials:

Date:
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PART I ADMINISTRATIVE COMPETENCIES

Instructions: The following are the core administrative competencies on which all Supervisors must be rated. These
competencies comprise fifiy percent (50%) of the Supervisor’s final rating. Any competency rating above or below
“Proficient” must detail reasons for that rating and if practicable, provide suggestions for improvement. Note: Goals #8-
10 are applicable only to Supervisors with supervisory responsibilities.

PLANNING AND MANAGING PROGRAMS

1) Manages financial, staffing, and other resources to meet Department/program. Develops and works within an
operating budget. Engages in strategic planning and utilizes a proactive approach to management. Initiates and/or
adapts to change when appropriate. Establishes and adjusts office priorities. Identifies problem areas and takes
appropriate corrective action.

Excellent Proficient Needs Improvement Unsatisfactory

Comments:

CUSTOMER SERVICE AND SATISFACTION

2) Creates, implements, monitors, and improves department/programs to provide customer focused services.
Demonstrates customer service excellence by improving relationships with internal and external stakeholders.

Excellent Proficient Needs Improvement Unsatisfactory

Comments:

INTERPERSONAL SKILLS

3) Establishes and maintains productive relationships both within the Town and with outside organizations and contacts,
Resolves conflicts in a collegial and conciliatory manner. Works effectively as a team member. Promotes
collaboration through the use of good listening, negotiation, and persuasion skills.

Excellent Proficient Needs Improvement Unsatisfactory

Comments:

PROBLEM-SOLVING

4) Demonstrates sound judgment in analyzing problems and responding to situations. Renders logical decisions on a
consistent basis and in a timely manner.

Excellent Proficient Needs Improvement Unsatisfactory

Comments:
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SELF-DIRECTION

5) Demonstrates dependability, initiative, and creativity. Organizes own workload, setting and adjusting priorities as
needed. Takes steps to improve skills, increase knowledge, and develop own managerial potential.

Excellent Proficient Needs Improvement Unsatisfactory

Comments:

COMMUNICATION SKILLS

6) Demonstrates effective oral and written communication skills. Participates in networking, information sharing, and
other activities geared toward promoting the flow of information among stakeholders and interested parties.

Excellent Proficient Needs Improvement Unsatisfactory

Comments:

LEADERSHIP

7) Serves as a model of professional behavior to staff and students, influencing others to work toward established goals.
Fulfills professional responsibilities with honesty and integrity. Adopts a proactive, dynamic approach to programs
and projects. Sees the “big picture,” and works at benefiting the Town as a whole instead of individual or local
interests. Demonstrates initiative, creativity, and receptivity to innovation.

Excellent Proficient Needs Improvement Unsatisfactory

Comments:

MANAGING WORKFLOW

8) Develops and implements plans and procedures for efficient and effective service delivery. Distributes assignments
and establishes priorities. Initiates and/or implements procedural changes to streamline work flow and maximize
output. Delegates responsibilities as appropriate.

Excellent Proficient Needs Improvement Unsatisfactory

Comments:

STAFF SUPERVISION

9) Monitors and evaluates staff performance. Establishes clear expectations. Provides regular and candid feedback to
employees on their progress. Actively promotes a spirit of cooperation and teamwork. Increases morale through
recognition of staff accomplishments. Administers appropriate and timely coaching and discipline when warranted.

Excellent Proficient Needs Improvement Unsatisfactory

Comments;

5|Page




STAFF DEVELOPMENT

10) Provides guidance and direction to staff through direct individual discussions of employee strengths and opportunities
for growth. Promotes professional growth through formal training, as well as on-the-job learning experiences.
Through mentoring, coaching, empowerment, skill reinforcement, and developmental work assignments, enhances
employee skills and improves areas of deficiency or opportunity. Actively engages in succession planning.

Excellent Proficient Neceds Improvement Unsatisfactory

Comments:

ANNUAL REVIEW AND OVERALL SUMMATIVE RATING

The Rating Supervisor, after discussion with the Supervisor will recommend the final performance rating for each goal
and administrative competency. The goals and demonstrated compelencies will comprise 50%_each of the final overall
summative evaluation. Goals are to be listed in order of priority. If goals are to be weighted, it should be so noted on the
form. The summative evaluation rating requirements include: review of the Supervisor’s Self-Assessment; targets and
goals; review of demonstrated Administrative Competencies; and final performance evaluation conference to discuss
evidence, rating, and plan for continuous improvement. To ensure consistency across the Town, the Salary Review
Committee which is comprised of the Town Administrator, Director of Human Resources and First Selectman must
review all recommended summative performance ratings prior to the Rating Supervisor assigning a final rating. Upon
review by the Committee, each Rating Supervisor will notify his/her Supervisor(s) of the final summative rating on or
before June 1™,

RATING DEFINITIONS

Excellent Reserved for those Supervisors whose achievements are considered distinguished and
substantially exceed proficient performance levels. Goals, job requirements, and administrative
competencies must be considerably above the norm in a significant number or areas. Quality of
results is superior.

Proficient Achieves all goals, job requirements, and administrative competencies. Competent in all
responsibilities of the position. Requires minimal direction.

Needs Improvement Goals, job requirements, and administrative competencies are not fully achieved. Requires
substantial direction. Supervisor may be developing in the position.

Unsatisfactory Goals, job requirements, and administrative competencies are not achieved. Requires
continuous direction. Overall performance is unacceptable.
GOALS BY PRIORITY Excellent Proficient Needs Improvement Unsatisfactory
COMPETENCIES
SIGNATURES Supervisor’s Signature; Date:
A Supervisor and Rating
Supervisor’'s signature . e @ .
i : :
confirms that the rating Rating Supervisor’s Signature Date
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has been reviewed; it does

lewed, 1 First Selectmen’s Signature: Date:
not necessarily signify
agreement.
COMPOSITE RATING Excellent Proficient Needs Improvement Unsatisfactory
(Check Only One)
COMMENTS
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PERFORMANCE EVALUATION AND RECOGNITION SYSTEM

PERS HANDBOOK

Prepared by the Human Resources Department
For the Town of Darien

2015-2016 EDITION

The Performance Evaluation and Recognition System (PERS) Handbook has been developed to provide
Department Heads and other supervisors with information and an overview of the supervisory
performance evaluation system for the Town. This PERS Handbook will assist supervisors in developing
clear, achievable, measurable, results-oriented performance goals consistent with the Town’s strategic
plan. Permission to reference is granted if credit is maintained.
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PURPOSE OF THE PERFORMANGE EVAT'UATION
AND RECOGNITION SYSTEM

The purpose of the Performance Evaluation and Recognition System (PERS) is to:

Facilitate joint planning between a Supervisor (e.g. Department Head) and Rating
Supervisor (e.g., Town Administrator) on what the Supervisor is expected to accomplish.

Establish specific, measurable, attainable, realistic, and time-bound (SMART) goals
consistent with the Town’s strategic plan and priorities, Employee practice and
considered fair by both the Supervisor and the Rating Supervisor.

Promote ongoing communication between the Supervisor and the Rating Supervisor
concerning expectations, how well the Supervisor is meeting these expectations, and
what steps must be taken to ensure that the established goals and Administrative
Competencies are met.

Guide regular evaluations of progress and promotion of the Supervisor’s Employee
development.

Identify corrective action and Employee development needed when a Supervisor has not
accomplished a performance goal and/or met an Administrative Competency.

Provide a basis for differentiating among levels of performance and thus serve as a basis
for a Supervisor’s salary increase or pay based on performance.

Improve individual job performance and thereby increasing the effectiveness of the
program and/or Town.
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THE PROCESS OF DEVELOPING GOALS

ELIGIBILITY

Supervisors are eligible for the Performance Evaluation and Recognition System (PERS) if they
work at the Town of Darien, and are excluded from collective bargaining.

WHY GOALS?
A goal is a statement of specific results to be achieved within constraints such as time and cost.
Goals should be aligned with the strategic plan and include performance measures which make it
possible to evaluate whether the goal was satisfactorily achieved, and what is expected in a job
well done. One of the advantages of setting goals is that the results achieved are more definable
and measurable. The more specific goals are the more objective the evaluation.
SCOPE OF GOALS
The scope of PERS is the Supervisor’s entire job. Therefore, goals and accompanying
Administrative Competencies should cover all basic duties and responsibilities of the position as
well as important special projects.
TYPES OF GOALS
Types of goals for PERS purposes are:

= Maintenance - goals concerned with fulfilling normal duties and responsibilities;

* Problem-solving - goals aimed at reducing or eliminating problems; and

» Innovative - goals for new directions that benefit the organization.

Depending on the essential functions and nature of the job, Supervisors may not have the
opportunity to set innovative or problem-solving goals each year.

GOAL SETTING STEPS

To formulate goals, the Supervisor should group basic functions and/or projects into a workable
number of goals (4 - 6 is recommended). Those functions will be stated as desired outcomes.

A complete goal:
* Begins with an action verb (e.g., to increase, reduce, install, implement, develop,
submit...);

* States a desired result which will define the achievement of the goal (e.g., a 10 percent
reduction in cost, a report acceptable to the committee...);
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= Is as specific and measurable as possible in terms of cost, any constraints, time required
to complete; and
* Relates to the Town’s mission and aligns with the Strategic Plan,

At times, it is helpful to break down complex goals into smaller and more specific achievement
milestones. An action plan, PERT or Gantt chart may be an excellent organizing tool.

PRIORITIES

Each completed goal should have a priority number assigned to it based upon its relative
importance. Supervisors may also indicate relative weights (in percentages) for their goals,
based on time involved, or importance of results, to help determine the yearly composite rating.
For example, a very high rating on a first priority goal will carry considerable weight toward a
high final rating. However, the same high rating on a low priority goal would carry less weight.
The Supervisor and Rating Supervisor should discuss the amount of difference between the
priorities. (e.g., is priority number 2 nearly the same level of importance as priority 1, or only
half as important?)

PERFORMANCE MEASURES

The more concrete and specific the goal, the easier it will be to identify performance measures.
To do this, ask “How can I tell the difference between a good job and a poor job on this goal?”
Quantity, accuracy, efficiency and timeliness are typical considerations. A performance measure
defines the quality on the goal, which may have many aspects. For example, to complete a major
report performance measures might include: completeness, timeliness, style and format, input
from others, and how it is received by its users. Performance measures can refer to both the
product (e.g., a 10% increase in student growth) and the process. In addition, strategies to assist
in the goal attainment process should be analyzed and considered in the goal setting process.

ALIGNMENT TO STRATEGIC PLAN

Proposed goals should align with the Town’s Strategic Plan and be consistent with Town’s
mission, vision, and core values and beliefs. If the goal aligns with more than one of the Strategic
Plan initiatives then such alignment should be noted on the evaluation form.

CONSTRAINTS

The constraints section of the form provides room for a safety valve. Constraints are anticipated
obstacles, outside the control of the Supervisor, which may affect progress toward achieving the
goal. Examples of constraints are budget cuts, cooperation of federal or State agencies, approval
by other entities, etc.

TARGET DATE

The target date reflects the date when a goal should be completed. For an ongoing goal, the
date will be June 30 of the year when the evaluation will occur.
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ACCEPTANCE OF GOALS

Once goal agreement is reached between the Supervisor and the Rating Supervisor, signatures
and dates should be placed on the front of the PERS form to indicate acceptance.
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PROGRESS REVIEWS

Progress reviews ensure continuous feedback to Department Heads and other supervisors during
the rating period. It facilitates communication between management levels, and allows the
system to be responsive to emerging problems, new opportunities, and changing priorities.

Formal progress reviews (e.g. January 1, and June 1) are required. Results of these reviews
should be noted on the PERS form with the date of the meeting and the initials of the Supervisor
and Rating Supervisor.

Face-to-face progress meetings between the Supervisor and the Rating Supervisor are essential to
make the PERS process effective. Supervisors benefit from the opportunity to review their
progress on each goal and administrative competency, to plan any revisions which will be
needed to reach their goals, and to seek the advice and counsel of Rating Supervisor. Progress
reviews are also an opportunity for the Rating Supervisor to deal with areas in which the
Supervisor work is not meeting the Rating Supervisor’s expectations, or to reprioritize the work.

REVIEW MEETING TOPICS
Any or all of the following topics could be on the agenda of a progress review meeting:

* Update on progress toward established goals;

= Removal of obstacles to progress;

* Identification of performance problems and proposed solutions and strategies;
» Revision or deletion of an existing goal;

= Addition of a new goal;

* Discussion of overall performance to date.

Any variance between expected and actual progress should be discussed and reconciled. Any
major new development may signal the need to hold a progress review.

6|Page



PERFORMANGE REVIEWS

The summative performance review concludes the PERS cycle for the rating period (typically
annually). In this step the Supervisor and Rating Supervisor meet to discuss, summarize and
document the results achieved during the rating period.

MEASURING RESULTS

PERS measures results achieved on established goals and Administrative Competencies to
reduce the subjectivity inherent in any performance evaluation system. By using mutually agreed
upon performance criteria, both parties use the same yardstick for measuring the Supervisor’s
performance. If the criteria have been made clear, and the communication of expectations has
been open, no surprises should occur at the performance review.

Determining a Supervisor’s final rating requires care and skill. The performance review is an
occasion for communication, motivation, and learning. Although the evaluation is primarily the
responsibility of the Rating Supervisor, the performance review meeting should be structured to
enable the Supervisor to participate in the self-assessment of his/her job performance.

RATING ONLY ASSIGNED WORK AND COMPETENCIES

It is important to remember that each Supervisor can only be rated on his/her assigned goals and
Administrative Competencies. This precludes comparison of the worth or importance to the
Town of one Supervisor’s job over others. The PERS rating should be based on how well
assignments are performed by the Supervisor during the rating period, not on how important
those assignments are relative to the assignments of other Supervisors.

VALUE OF THE ANNUAL AND OTHER REVIEWS

The real value of the performance evaluation lies in communication between the Supervisor and
Rating Supervisor concerning what has been done well, and where further growth and Employee
development should be directed. Summarizing the rating period performance, providing
constructive feedback on strengths, identifying accomplishments, and opportunities for
Employee growth and development, or corrective action, are key administrative responsibilities.
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PERFORMANCE EVALUATION AND RECOGNITION SYSTEM RATING CATEGORIES

EXCELLENT

This category is reserved for those Supervisors whose achievements are considered distinguished
and substantially exceed “proficient” performance levels. Goals and Administrative
Competencies must be considerably above the norm. The Department Head or other Supervisor’s
quality of results is superior. The Supervisor's performance is extra-ordinary because of
obstacles overcome, achieving particularly difficult goals, or reaching a truly distinguished
quality of achievement. The exceptional achievements of the Supervisor who receives an
“excellent” overall summative rating should be obvious. To achieve this level, the Supervisor
must receive “excellent” ratings in at least three-fifths of his/her goals, with the remaining goals
rated no lower than “proficient”. In addition, the Supervisor must receive “excellent” ratings in at
least four-fifths of the Administrative Competencies, with the remaining Competencies rated no
lower than “proficient”.

PROFICIENT

Performance at this level is fully satisfactory and demonstrates competence in responsibilities of
the position. At this level, no more than two (1) goals shall be rated as “needs improvement”,
with the remaining goals rated at “proficient” or higher. No more than two (2) Administrative
Competencies shall be rated as “needs improvement”, with the remaining Competencies rated at
“proficient” or higher. Supervisors in this category require minimal direction. This rating will
merit a salary increase within the Supervisor’s salary range.

NEEDS IMPROVEMENT

Performance at this level is below expectations and should not be considered acceptable. Goals
and Administrative Competencies are not fully achieved. Supervisors in this category require
more than what would be considered normal oversight and direction. Supervisors rated in this
category are expected to become “proficient” in a relatively short period of time (no longer than
ninety (90) days). A specific Professional Development Plan (PDP) for bringing performance to
a “proficient” level must be clearly outlined during the goal setting process. At this level, the
majority or two (2) or more goals are rated “needs improvement”, with the remaining goals rated
“proficient” or higher. Three (3) or more Administrative Competencies are rated “needs
improvement”, with the remaining Administrative Competencies rated “proficient” or higher.
The Supervisor may be developing in the position.

UNSATISFACTORY
Performance at this level is clearly unacceptable. Goals and/or Administrative Competencies are

not achieved. Supervisors at this level require continuous direction and oversight. At this level,
one (1) or more goal is rated as “unsatisfactory”. One (1) or more Administrative Competency(s)
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is rated as ‘“‘unsatisfactory”. A specific ninety (90) day Remediation Plan for bringing
performance to a “proficient” level must be clearly outlined in the goal setting process. One (1)
“unsatisfactory” overall summative performance rating may be considered grounds for
termination. No payout will be made to any Supervisor who receives an overall “unsatisfactory”
summative rating.

NOT APPLICABLE

This denotes that the Administrative Competency does not apply to the Supervisor being
evaluated.
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RECOGNITION AND PAYOUTS

Recognition and payouts are based on the Town’s ability to pay and the Supervisor’s overall
rating category on the summative performance evaluation.

The following percentages are typical percentages based on performance:

UNSATISFACTORY NEEDS IMPROVEMENT PROFICIENT EXCELLENT

0% 1.0% - 1.25% 2% - 2.50% 2.75%

Payouts may change from one rating period to the next as determined by the Board of Selectman.

The final annual rating and performance payout amount information should be shared with the
Supervisor only after the final approval by the Salary Review Committee which is comprised of
the Town Administrator, Director of Human Resources, and First Selectmen. The Board of
Selectmen is the Salary Review authority for the Town Administrator.

SALARY GROUP MAXIMUM

A Supervisor at the maximum of his/her salary group will be eligible for the same amount
received by one within the salary range, but payments above the maximum will be in the form of
a lump sum, not built into base salary.

REVIEW OF RATINGS

Recommendations for final ratings, particularly those of “excellent” rating must be reviewed in
advance by the Salary Review Committee. It is not appropriate to issue a rating without

accompanying supporting documentation,

The final rating and payout information should be shared with the Supervisor only after the final
approval by the Salary Review Committee.
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SYSTEM REVIEW
The Director of Human Resources will review the PERS process. This will ensure that the:

® Goal setting process is being followed;

= Face-to-face progress meetings are held between the Supervisor and their Rating
Supervisor; and

* PERS ratings are being fairly and equitably awarded.

NEW HIRE INTO THE SUPERVISOR PAY PLAN

The annual rating period for all Supervisors shall be July 1 through June 30. Annually, but no
later than June 1 of each year, the Rating Supervisor will have reviewed the Supervisor’s
progress toward established goals and administrative competencies.

New Supervisor hires into the Town will be eligible to receive salary increases as follows:
a) If hired between January 1 and June 30, the employee will be eligible to receive an
increase of one-half of the percentage or dollar amount paid to a proficient employees in
the previous increase effective with the beginning of the pay period including July 1
following, and will then be given a July I increase date thereafier.
b) If hired between July 1 and December 31, the employee will have a July 1 increase
eligibility date,
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DETERMINING THE APPROPRIATE RATE OF PAY

If you have created a new position or significantly changed the job
duties and responsibilities of the position, you will need to recommend an
appropriate rate of pay for the position. When determining what rate of pay
is appropriate, consideration should be given to the education, knowledge,
skills and abilities, and level and complexity of the principal duties and
responsibilities, required for the position as well as the budgeted salary for
the position. The rate should be set in accordance with other positions
requiring similar skills, education and knowledge and above the rate for
positions requiring less skills, education, and knowledge and below the rate
for positions requiring more skills, education and knowledge.

A rate adjustment to an existing position may be necessary as a result
of a significant change in existing duties or if the existing rate is out of
alignment with the prevailing rates in the relevant job market. Occasionally,
an increase in pay is required because the rate is inconsistent with internal

positions even though it may be comparable with the external job market.
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IDENTIFYING QUALIFIED INDIVIDUALS FOR THE POSITION

The Town of Darien does not utilize a civil service testing process for
hiring employees. However, the Town has implemented various policies and
procedures for recruiting and hiring individuals that are designed to insure
the most qualified individual is selected for each position.

If the position to be filled is not represented by a Union, then the
Town can advertise the position internally or externally and consider
existing employees or candidates from outside the workforce. External
candidates should submit an application and internal candidates may submit
either an application or a request for transfer form, depending on the
position. If the position is represented by a Union, then the posting and
recruitment requirements of the contract should be followed. Refer to the
specific collective bargaining agreement for details.

The selection of applicants for vacant positions will be determined
based on the individual’s experience and qualifications for the position to be
filled. Using fair and relevant selection criteria, the Department Head and
Human Resources Department will review the credentials of each applicant
and determine who possesses the minimum qualifications. A pool of the
most qualified candidates shall be identified and scheduled for interviews
from those applicants who meet the minimum qualifications. Selection
procedures and methods will be related to the duties and responsibilities of
the vacancy to be filled.

After candidates have been identified for personal interviews, the
Department Head and Director of Human Resources will decide who should
conduct the interviews and what questions are appropriate. Some types of
positions are best filled by using interviewing or screening panels that may

include representatives from relevant Town boards or commissions or

Page 10 of 30



employees from other towns. Panel members ask each candidate the same
questions and make a recommendation or determination of the appropriate
candidate.

In other cases, it may be appropriate for the Department Head and
Director of Human Resources to conduct the interviews. However, it is
rarely a good idea for a Department Head to conduct an interview alone.

Interview questions should be designed to determine the candidate’s
qualifications and suitability for the position and should not include
questions designed to illicit the candidate’s age, marital status, children,
child care arrangements or other illegal areas of inquiry. All questions are to
be reviewed by the Director of Human Resources to ensure compliance with
all legal requirements.

Once a candidate has been identified as the best person for the
position, Human Resources will check the person’s references. After the
reference check is complete, the Department Head or the Director of Human
Resources can make a verbal offer of employment. If the candidate accepts
the offer, he/she will receive a written confirmation of employment from the
Human Resources Department. If the employee is required to have a
physical examination before his employment begins, the appropriate
paperwork will be included in his/her letter. An example of an offer letter is
attached.

Unsuccessful candidates will be notified that they were not selected
for the position in writing, when possible. An example of a rejection letter is
attached.

Finally, before the employee can be placed on the payroll, the
Department Head, Human Resources Department, and Finance Department

must sign an Employee Change Form. A copy of the form is attached.
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INTERNAL JOB POSTING

APPLICATION
Current Position: Current Department:
Position Applying For: Department Applying To:
Employee Name: (Last, First, Middle) Home Phone Number:

Address: (Number & Street, or P.O. Box) City, State and Zip Code:

Brief Summary of Qualifications for Position:

Signature: Date:

Supervisor Signature: Date:

Please return completed application along with a resume to the Human Resources
Department.




Date

Employee Name & Address

Dear

I am pleased to confirm our offer to you to serve as a Mechanic {HVAC Technician) for
the Town of Darien. Your current rate will be $ per hour based on an annualized salary
of § . You will be paid weekly.

Your normal work week will consist of forty (40) hours and your schedule will be
Monday through Saturday schedule with the hours of 8:30 p.m. — 4:30 p.m. Tuesday through
Friday, with a half-hour unpaid lunch.

This offer is contingent on you successfully completing a physical examination with a
negative drug screen. The position of Mechanic is not represented by a union.

You will receive more detailed information regarding your employment when you report
to work. Your first day of work will be . Your supervisor will be If
you have any questions, 1 can be reached at (203) 656-7390.

On behalf of the Town of Darien, I congratulate you on your new position and wish you

EVEery success.

Sincerely,

W. Lee Palmer

Director of Human Resources

cc: Personnel File
Department Head

Union



Town of Darien
NEW EMPLOYEE ACTIVATION FORM

EMPLOYEE NUMBER: (generated by Payroll)

New employee completes rows 1 through 16 below:

1. Social Security Number:

First name & middle initial:

Last name:

Street Address:

City & State:

Zip code:

Phone Number:

Emergency Contact/Relationship:

L 0 N s W N

Emergency Number:

o

. Date of birth:

—
Pt

. Male or female:

—
(o]

. Race (Optional):

—
[ 78]

. Single or married:

.
N

. Have you ever been a member of the Town of Darien Pension Plan? (circle) Yes No

. Eligible for Police Officer Education Stipend? (circle) Yes No  Level

bt
L

16. Health/Dental? (circle) Yes No  If yes, specify plan and option selected:

Employees Signature:

------------------------------------------------------------------------------------------------------------------------------

Rows 17 through 24 to be completed by the Employer:
17. Department:

18. Position:
19. Fund/Organization/Object:

20. Full or Part-Time (Specify hours/week & schedule of days):

21. Bargaining Unit:

22. FT - Grade & Step:

23. PT - Hourly Rate:

24. Effective Date of Hire:

Approved by:

Date:

July 14, 2015




CHANGES TO AN EMPLOYEE’S POSITION AFTER THE INITIAL EMPLOYMENT
Sometimes a position changes or evolves over time and those changes
may require updating the job description, and may also require modifying

the rate of pay to more accurately reflect the level and complexity of the
position.
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UPGRADING OR RECLASSIFYING A POSITION

It is not appropriate to upgrade a position merely because the person
has been working in a position for a long time or because she/he produces a
high volume of work. Job classification is based on grouping positions by
the level and complexity of the job functions performed. If the needs of the
Department have changed so that a certain position is no longer needed, then
that department should review its table of organization to determine the
appropriate skill mix and level of positions required. This may result in the
elimination of one or more positions and the creation of other positions. It
may also require that the Town to post positions and solicit qualified
candidates for the positions.

For example, a request for an upgrade would not be appropriate for a
Driver I who has either been permitted to perform Driver II duties due to the
needs of the department or as a result of a Driver II’s temporary absence
from work. If the Department needs additional employees to perform Driver
I work, it must request that an additional position be created and if
approved, the position must then be posted and filled in accordance with
transfer, vacancy or promotions policies and/or contractual requirements.

A different situation is when an employee’s duties evolve over time
due to changes in technology or to department functions or responsibilities.
When an employee’s principal (i.e. the majority) job duties have changed to
a higher level, a revised job description should be created to include the new
duties. Based on the level and complexity of the position and knowledge,
skill, and ability required to perform the duties, an increase in pay may be
appropriate. However, occasionally, although the type of work may have
changed, the knowledge, skill and ability have not increased. In those

instances, the job description should be updated with no increase in pay.
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Once the Department Head and Director of Human Resources have
agreed upon the job description, an appropriate pay grade will be set in
accordance with jobs requiring similar or comparable knowledge, skills, and
abilities.

Non-Union employees who work temporarily in a higher
classification as a result of an employee’s temporary absence from work or
during a transition period may be eligible for a stipend while “acting” in the
higher capacity. Once the employee is no longer in the “acting” capacity,
the stipend will cease.

Requests for upgrades can be initiated by an employee, union
representative or Department Head and must be submitted to the Director of
Human Resources for a review of the duties of the position. The upgrade
request should include a duties questionnaire and a statement supporting the
request for a change to the existing job classification. The Director of
Human Resources will meet with the employee and Department Head or
supervisors as part of the process to determine whether an upgrade is
appropriate.

The Director of Human Resources will then submit his’her
recommendation to the Town Administrator for review and budgetary
approval, if appropriate. The Town Administrator has the final approval of

any upgrade.
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II. WHAT TO DO WHEN AN EMPLOYEE HAS AN EXTENDED
UNSCHEDULED ABSENCE

Occasionally, an employee may need to be absent from work due to
injury, illness, personal reasons or civic duty. However, when an employee
needs to be absent from work for an extended period of time, the
Department Head is responsible for notifying Human Resources to insure
that the employee’s need for a leave and the duration of the leave is
documented. This includes all potentially qualifying Family and Medical
Leave (FMLA) events.
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NON-WORK RELATED SICK LEAVE

Generally, employees are not required to produce a physician’s note
verifying the need for occasional absences from work due to non-work
related illness or injury. The Public Works contract permits the employer to
request proof of illness when an employee is absent for more than three (3)
consecutive work days due to illness and is sick before or after a holiday.
For other employee groups, if the supervisor has reason to question the
validity of an absence, or if the employee has a patterned use of sick leave
(to extend weekends or holidays) the supervisor may request a physician’s
note to verify the legitimacy of any absence or claim for a sick day.
Attached is a “return to work” note that can be used to verify an absence due
to a non-work illness or injury.

However, an employee who is frequently absent or is frequently
absent before or after a weekend or holiday may need to be counseled or
disciplined for abuse of sick leave. It is up to the Department Head to track
the employee’s use of sick leave and to take appropriate action to correct
suspected sick leave abuse. Attached is a form that a supervisor can use to
counsel or discipline an employee regarding sick leave abuse. If the
employee is represented by a union, he/she may request that a union
representative be present during any meeting that the employee reasonably
believes may lead to discipline. However, the employee cannot delay the
meeting by demanding that a specific union representative be present if that

representative is unavailable.

Page 16 of 30



FEDERAL FAMILY AND MEDICAL LEAVE ACT

When an employee is absent due to illness or injury for an extended
period of time, the employee may qualify for a leave under the federal
Family and Medical Leave Act (FMLA). Some employees may also be
eligible for compensation under short term or long term disability.

Employees with more than 12 months of employment and who have
worked more than 1,250 hours within that period are eligible for leave under
the provisions of the federal Family and Medical Leave Act of 1993. Up to
12 weeks of protected, unpaid leave in a 12-month period are available with
certain provisions for the birth of an employee's child or to care for such
child; a child's placement with the employee for adoption or foster care; to
care for a spouse, child, or parent (not parent-in-law) who has a serious
health condition; or the employee's own serious health condition. An
employee taking such leave must be restored to the same position or its
equivalent. An employee is allowed to continue fringe benefits, such as
health insurance, but may be required to assume this expense.

The Town has elected to define the twelve (12) week leave period on
a rolling 52 week calendar basis and to require employees to utilize their
accrued paid time off during the leave. Because an employee must be
notified of the fact that the Town is considering the employee’s leave as an
FMLA leave and the employee must submit supporting medical
documentation, it is important that you notify Human Resources as soon as
an employee is out of work for three (3) or more days due to injury or
illness. If an employee has indicated that he/she has scheduled an operation
or other procedure in the future that will require him/her to be out of work
for more than three (3) days, you must notify Human Resources so that the

employee can be sent the FMLA leave request forms in advance.
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The FMLA also permits a "spouse, son, daughter, parent, or next of
kin" to take up to 26 workweeks of leave to care for a "member of the
Armed Forces, including a member of the National Guard or Reserves, who
is undergoing medical treatment, recuperation, or therapy, is otherwise in
outpatient status, or is otherwise on the temporary disability retired list, for a
serious injury or illness."

It is important to note that the caregiver protection provides more than
double what is provided when an employee takes "traditional" FMLA leave.
Employees are entitled to only one 26-week leave period to care for a
wounded service member during the employee’s employment. The leave
may be taken on an intermittent or reduced-schedule basis, but all 26 weeks
must be used during a single 12-month period.

The Act also provides up to 12 weeks of leave for employees who
have a family member called up to or engaged in active military duty. In
detail, the Act provides up to 12 weeks of FMLA leave for an employee with
a spouse, son, daughter or parent who: (1) is on active duty in the Armed
Forces in support of a contingency operation; or (2) has been notified of an
impending call or order to active duty in the Armed Forces in support of a
contingency operation. A "contingency operation” is an action or operation
against an opposing military force.

Town employees are not eligible for leave under the State of
Connecticut’s family and medical leave act. (C.G.S. 5-248a)

Employees must submit a physician’s note certifying that their
absence is due to a non-work related injury or illness with an anticipated
return to work date or the date of the next physician’s appointment to the
Human Resources Department. THE TOWN WILL NOT ACCEPT A

PHYSICIAN’S NOTE EXCUSING AN EMPLOYEE FROM WORK “UNTIL FURTHER
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NOTICE” WITHOUT THE DATE OF THE NEXT PHYSICIAN’S APPOINTMENT.
The employee must submit an updated medical form after each physician’s
appointment. A copy of the medical documentation form is attached.
Employees who do not submit medical documentation supporting
their absence from work or who do not submit updates concerning their
status may be considered on unauthorized leave and will not be paid for the
leave and may be subject to disciplinary action, up to and including

termination of their employment.
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EMPLOYEE RIGHTS AND RESPONSIBILITIES
UNDER THE FAMILY AND MEDICAL LEAVE ACT

Basic Leave Entitlement
FMLA requires covercd employers to provide up to 12 weeks of unpaid,
job-protected leave to eligible employees for the following reasons:

+ for incapacity due 1o pregnancy, prenatal medical care or child birth,

= to care for the employee's child afier binth, or placement for adoption
or foster care,

* to care for the employee’s speuse, son, daughter or parent, who has
a senous health conditton; or

+ for a serious health condition that makes the employee unable to
perform the employes's job

Military Family Leave Entitlements

Eligible employecs whose spousc, son, daughter or parent is on covered
active duty or call to covered active duty status may use their 12-weck
leave entitlement 15 address certain qualifying exigencies Qualifying
exigencics may include attending certain military events, armanging for
alternative childcare, addressing certain financial and legal armangements,
attending certain counseling sessions, and attending post-deployment
reintegration briefings.

FMLA also includes a special leave entitlement that permits eligible
employees to take up to 26 weeks of leave to care for a covered service-
member during a single 12-month period. A covered servicemember is-
(1) a current member of the Armed Forces, including a member of the
National Guard or Rescrves, who is undergoing medical treatment,
recuperalion or therapy, is otherwise in outpatient status, or is otherwise
on the temporary disability retired list, for a serious injury or illness*;
or (2) a veteran who was discharged or released under conditions other
than dishonorable at any time during the five-year period prior 1o the
first date the eligible employee takes FMLA leave to care for the covered
veteran, and who is undergeing medical treatment, recuperation, or
therapy for a scrtous injury or illness *

*The FMLA definitions of “serious injury or illness” for
current servicemembers and veterans are distinet from
the FMLA definition of “scrious health condition™.

Benefits and Pretections

During FMLA leave, the employer must maimain the employee’s health
coverage under any “group health plan” on the same terms as if the
employee had continued to work. Upon retum from FMLA leave, most
employees must be restored to their original or equivalent positions
with equivalent pay, benefits, and other employment tcrms,

Use of FMLA leave canniot result in the loss of any employment benefit
that accrued prior to the start of an employee’s leave.

Eligibility Requirements

Employees are eligible if they have worked for a covered employer for at
least 12 months, have 1,250 hours of service in the previous 12 months®,
and if at least 50 employees are employed by the employer within 75 miles.

*Special hours of service cligibility requirements apply to
airline flight crew employees.

Definition of Serious Heslth Conditien

A serious health condition is an illness, injury, impairment, or physical
or mental condition that involves either an overmight stay in a medical
carg facility, or continuing treatment by a health care provider for a
condiuen that either prevents the employee from performing the functions
of the employee’s job, or prevents the qualified family member from
participating in school or other daily activities.

Subject to certain conditions, the centinuing treatment requirement may
be met by a period of incapacity of more than 3 consecutive calendar days
combined with at least two visits to a health care provider or one visit and

# regimen of continuing treatment, or incapacity due to pregnancy, or
incapacity due 10 a chronic condition. Other conditions may meet the
definition of continuing treatment.

Use of Leave

An employce does not need to use this feave entitlement in one block.
Leave can be taken intemmittently or on a reduced feave schedule when
medically necessary. Employees must make reasonable efforts to schedule
lzave for planned medical treatment so as not to unduly disrupt the
employer's operations - Leave due to qualifying exigencics may also be
taken on an interrmittent basis.

Substitution of Paid Leave for Unpaid Leave

Employees may choose or employers may require use of accruwd pud
leave while taking FMLA leave. In order 10 use paid leave for FMLA
leave, employces must comply with the employer's normal paid leave
palicies

Employee Responsibilities

Employees must provide 30 days advance notice of the need to take
FMLA leave when the need is foreseeable. When 30 days notice 1s not
possible, the employee must provide notice as soon as practicable and
generally must comply with an employer's normal call-in procedures.

Employees must provide sufficient information for the employer to determine
if the Jeave may qualify for FMLA protection and the anticipated ming
and duration of the leave. Sufficient information may include that the
employee is unable to perform job functions, the family member is unable
to perform daily activities, the necd for hospitalization or continuing
treatment by a health care provider, ar circumstances supporting the need
for military family leave. Employces 3lso must inform the employer1f
the requested leave is for a reason for which FMLA leave was previously
taken or centified. Employecs also may be required to provide a cemification
and penodic recertification supporting the need for leave

Employer Responsibilitics

Covered employers must inform employees requesting leave whether
they are eligible under FMLA. If they are, the notice must specify any
additional information required as well as the employees’ rights and
respansibilities. If they are not eligible, the employer must provide a
reason for the ineligibiliy

Cavercd employers must inform employces if leave will be designated
as FMLA-protected and the amount of leave counted against the employee's
leave entitlement [ the employer determines that the leave is nol
FMLA-protected, the employer must notify the employee

Unlawful Acts by Employers
FMLA makes it unlawful for any employer to

* interfere with, restrain, or deny the exercise of any right provided
under FMLA; and

* discharge or discnminate against any person for opposing any practice
made unlawful by FMLA or for invelvement in any procecding under
er relating 1o FMLA

Enforcement
An employee may file a complaint with the U S Department of Labor
or may bring a prvate lawsuit against an employer

FMLA dous not affect any Federal or State law prohibiting discnmunation,
or supersede any State or local law or collective bargaining agreement
which provides greater family or medical leave rights

FMLA section 109 (29 U.S.C. § 2619) requires FMLA
covered employers to post the text of this notice. Regulation
29 C.F.R. § 825.300(n) may require additionzl disclosures.

Fur additional informution:
1-866-AUS-WAGE (1-866-d87-9243) TTY: 1-877-KE9-5627
WWW.WAGEHOUR.DOL.GOV
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Notice of Eligibility and Rights & U.S. Department of Labor

Responsibilities Wage and Hour Division "

(Family and Medical Leave Act) W antl

) N 3 OMB Control Number |235-0003
Expires 5/31/20118

In general, to be eligible an employee must have worked for an employer for at Jeast 12 months, meet the hours of service requirement in the 12

months preceding the leave. and work at a site with at least 50 employees within 75 miles, While use of this form by cmployers is optional, a

fully completed Form W11-381 provides employees with the information required by 29 C.F.R. § 825300(b). which must be provided within

five business day s of the employee notifving the emplosver of the need for FMLA leave Part B provides employ ees with information

regarding their rights and responsibilities for taking FMLA leave, as required by 29 C.F.R. § 823.300(b). (c).

[Bart A - NOTICE OF ELIGIBILITY]

10 )
LEmployee

FROM: L
Employer Representative

DATE:

On . ¥ou informed us that y ou needed leave beginning on fior.

The birth ef a child, or placement of a child with you for adeption or foster care:

Your own serious health condition;

Because you are needed to care for your __ spouse; _ child: —___parent due to hister serious health condition

Because ofa qualifying exigency arising out of the fact that your ___ spouse;  son or daughter: parent is on covered
active duty or call to covered active duty status with the Armed Forces.

Because you are the spouse; son or daughter; parent. next of Kin of a covered servicemember with a
serious injury or illness.

This Notice is to inform you that you:

Are eligible for FMLA leave (Se¢ Part B below for Rights and Responsibilities)
__Are noteligible for FMLA leave. because (only one reason need be checked although you may not be eligible for other reasons)

You have not met the FMLA's 12-month length of service requirement. As of the first date of requested leave. yvou will
have worked approximately ___ months towards this requirement.

You have not met the FMLA's hours of service requirement.

You do not work and/or report to a site with 50 or more employ ees within 75-miles,

[f you have any questions, contact or view the

FMLA poster located in .

{PART B-RIGHTS AND RESPONSIBILITIES FOR TAKING FMILLA LEAVE]

As explained in Part A. you meet the cligibility requirements for taking FMLA leave and still have EMLA leave ay ailable tn the applicable
[2-month period.  However, in order for us to determine whether your absence qualifies as FMLA leave, you must return the
following information to us by » {If a certification is requested. employers must allow at least 15
calendar days from receipt of this notice: additional time may be required in some circumstances.) If sufficient information is not provided in
atimels manner. vour Jeave may be denied.

Sufficient cerufication to support your request for EMLA Jeave. A certification form that sets forth the informalion necessary (o suppert your
request is/ is nut enclosed.

Sufficient documentation to establish the required relanonship between you and your family member

Other information needed (such as documentaten for militany famly leave)

No addimional information requesied
Page | CONTINUED ON NEXT PAGE Form WH-381 Revised February 2013



I your leave does qualify as FMLA leave you will have the following responsibilities while on FMLA [eaye (only checked blanks apply)

2 Contact al to make arrangements to continue to make your share
of the premium payments on y our health emsurance to maintain health benehits while you are on leave  You have a minimum 30-dav (gr_indicate
longer periad, if applicable) grace period in which to make premivm payments [T payment is not made timely. your group health msurance may be
cancelled provided we noufs you in writing at least 15 days before the date that your health coverage will lapse, or, at our option, we may pay your
share of the premiums duning FMUA leave, and recover these payments from you upon s our return 10 work

You will be required 10 use your available paid sick, vacation, and/or other leave during your FMLA absence This
means that you will receive your paid leave and the leave will alsa be considered protected FMLA leave and counted against your FMIA leave
entitlement

Due to your status within the company. you are considered a "key employee” as defined in the FMLA. As a “key employee,” festoration to
employment mas be denied following FNILA leave on the grounds that such restoratton will cause substantial and prieyous economie mpun 1o us
We __ have/__ have not deternuned that restoring you to employment at the conclusion of FMLA leave will cause substantial and Bricyous
ceonomic hann to ys

Wihile on leave you will be cequired 1o furnish us with periodic teports of Your status and intent 1o return to work ey R
Undicate itens al of penvdie reports. as appropriate for the particular leas ¢ situation)

If the circumstances ol your leave change, and you are able to return to work earlier than the date indicated on the this form, you will be required
to notify us at least two workdays prior to the date you intend to report for work.

If your leave daes qualify as FMLA leave you will have the following rights while an FMLA leave

*  Youhave a ight under the FMLA for up to 12 weeks of unpaid leave in a 12-a1onth penod calculated as
the calendar year (January - December)

a fixed leave year based on

the 12-month period measured forward from the date of vour first FMLA leave usage

a “rolling™ 12-menth period measured backward from the date of any FMLA leave usage

*  Youhave anght under the FMLA for up 1o 26 wecks ol unpard leave in a single 12-month penod 1o care for a covered servicemember with a sertous

injury o iliness  This single 12-month period commenced on _

*  Your health benclits must be maintatned during any period of unpaid leave under the same conditions as if you continued to work

*  You must be remnstated to the same or an equivalent job with the same pay, benefits, and terms and conditions of employment on your return from
FMLA-protected leave (I your leave extends bevond the end of vour FMLA entitfement, vou do aot hase return nights under FMLA )

«  Ifyou do not return to work following FMLA leave for a reason ofhier than 1) the contmuation. recurrence, or onsel of a serious health condition which
would entitle you to FMLA leave, 2) the continuation, securrence, of onset of a covered servicemember's serious injury or illness whech would entitle
you to FMLA leave. or 3) other caircumstances beyond your control, you may be required to resmburse us for our share of health insurance prenuums
pad on your behalf during vour FMLA leave

*  Ifwehave not informed you above that you must use accrued paid feave while tahing your unpaid FAMLA leave entitlement, you have the right 1o have

sick, ___vacation, and:ior ___ other leave run concurrently with your unpaid Jeave entitfement. provided you mcet any applicable requirements

of the leave policy  Applicable conditions related 10 the substitution of paid leave are referenced or set forth below  IF you do not meat the requirements
for taking paid leave, you remain entitled to ake unpad FMLA teave

For a copy of conditions applicable t sick/vacation/other leave usage please refer to available at

Applscable conditions for use of paid leave

Once we obtain the information from you as specified shove, we will inform you, within 5 business days, whether your leave will be designated as
FMLA leave and count towards your FMLA leave entitlement. If you have any questions, please da not hesitate to contact:

at

PAPERWORK REDUCTION ACT NOTICE AND PL BLIC BURDEN STATEMENT
1t1s mandatery for emplosers to provide employecs with notice of thetr ehgibiluy for FMLA protection and their nights and responubshities 29 US C § 261729
CFR §823300(b) (c) [t15 mandatory for emplayers 10 retain a copy of this disclosure in therr records for three years 29USC §2616 29CFR § 825500
Persons are not required 1o respond to this collection of information unless it displays a currently valid OMB control number  The Depaniment of Labor estimates that st
will take an average of 10 minutes for respondents to complete this collection of nformaton including the tme for reviewing instructions, searching existing data
sources. gathering and maintaining the data needed. and completing and reviewing the collection of information. If you have any comments regarding thes burden
eslimate or any other aspect of this collection information, including suggestions for reducing thys burden, send them to the Administrator, Wage and Hour Division,
U5 Dcpartment of Labor, Room $-3302, 200 Constitution Ave | NW, Washington, DC 20210 DO NOT SEND THE COMPLETED FORM TO THE WAGE
AND HOUR DIVISION,
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Certification of Health Care Provider for U.S. Department of Labor *
Employee's Serious Health Condition Wage and Hour Division

OMB Control Number 1235-0003
Uypares 373102018

SECTIONI: For Completion by the EMPLOYER
INSTRUCTIONS to the EMPLOYER: The Family and Medical Leave Act (FMLA) provides that an employer
may require an employee seeking FMLA protections because of a need for leave due to a serious health condition to
submit a medical certification issued by the employee’s health care provider. Please complete Section | before giving
this form to your employee. Your response is voluntary. While you are not required 1o use this form, you may not ask
the employee to provide more information than allowed under the FMLA regulations, 29 C.F.R. §§ 825.306-825.308.
Employers must generally mainiain records and documents relating to medical certifications, recertifications, or
medical histories of employees created for FMLA purposes as confidential medical records in separate files/records
from the usual personnel files and in accordance with 29 C.F.R. § 1630.14(c)(1), if the Americans with Disabilities
Act applies. and in accordance with 29 C.F.R. § 1635.9, if the Genetic Information Nondiscrimination Act applies.

Employer name and contact:

Employee’s job title: Regular work schedule:

Employee’s essential job functions:

Check if job description is attached:

SECTION II: For Completion by the EMPLOYEE

INSTRUCTIONS to the EMPLOYEE: Please complete Section H before giving this form to your medical
provider. The FMLA permits an employer to require that you submit a timely, complete, and sufficient medical
certification to support a request for FMLA leave due to your own serious health condition. If requested by your
employer, your response is required to obtain or retain the benefit of FMLA protections, 29 U.S.C, §§ 2613,
2614(c)3). Failure to provide a complete and sufficient medical certification may result in a denial of your FMLA
request. 29 C.F.R. § 825.313. Your employer must give you at least 15 calendar days to return this form. 29 C.F.R.
§ 825.305(b),

Your name:
First Middle Last

SECTION III: For Completion by the HEALTH CARE PROVIDER

INSTRUCTIONS to the HEALTH CARE PROVIDER: Your patient has requested leave under the FMLA.
Answer, fully and completely, all applicable parts. Several questions seek a response as to the frequency or
duration of a condition, treatment, etc. Your answer should be your best estimate based upon your medical
knowledge, experience, and examination of the patient. Be as specific as you can; terms such as “lifetime."
“unknown,” or “indeterminate” may not be sufficient to determine FMLA coverage. Limit your responses to the
condition for which the employee is secking leave. Do not provide information about genetic tests, as defined in 29
C.F.R. § 1635.3(f), genetic services, as defined in 29 C.F.R. § 1635.3(e), or the manifestation of disease or disorder
in the employee’s family members, 29 C.F.R. § 1635.3(b). Please be sure to sign the form on the last page.

Provider’s name and business address:

Type of practice / Medical specialty:

Telephone: { ) Fax:( )

Page | CONTINUED ON NEXT PAGE Form WH-380-E Revised May 2015



PART A: MEDICAL FACTS

1. Approximate date condition commenced:

2

(8]

. Is the medical condition pregnancy? _ No __Yes. Ifso, expected delivery date:

Probable duration of condition:

Mark below as applicable:
Was the patient admitted for an overnight stay ina hospital, hospice, or residential medical care facility?
__No __ Yes. Ifso, dates of admission:

Date(s) you treated the patient for condition:

Will the patient need to have treatment visits at least twice per year due to the condition? __ No Yes.

Was medication, other than over-the-counter medication, prescribed?  No _ Yes,

Was the patient referred to other health care provider(s) for evaluation or treatment (e.g., physical therapist)?
No Yes. Ifso, state the nature of such treatments and expected duration of treatment:

- Use the information provided by the employer in Section | to answer this question. If the employer fails to

provide a list of the employee’s essential functions or a job description, answer these questions based upon
the employee’s own description of his/her job functions.

Is the employee unable to perform any of his/her job functions due to the condition: No Yes.

If so, identify the job functions the employee is unable to perform:

- Describe other relevant medical facts, if any, related to the condition for which the employee seeks leave

{such medical facts may include symptoms, diagnosis, or any regimen of continuing treatment such as the use
of specialized equipment):

Poge 2 CONTINUED ON NEXT PAGE Form WH-380-E Revised May 2015



PART B: AMOUNT OF LEAVE NEEDED
5. Will the employee be incapacitated for a single continuous period of time due to his/her medical condition,
including any time for treatment and recovery? _ No _ Yes.

If so, estimate the beginning and ending dates for the period of incapacity:

6. Will the employce need to attend follow-up treatment appointments or work part-time or on a reduced
schedule because of the employee’s medical condition? No _ Yes.

If so, are the treatments or the reduced number of hours of work medically necessary?
No Yes.

Estimate treatment schedule, if any. including the dates of any scheduled appointments and the time
required for each appointment, including any recovery period:

Estimate the part-time or reduced work schedule the employee needs. if any:
hour(s) per day; days per week from through

7. Will the condition cause episodic flare-ups periodically preventing the employee from performing his/her job
functions? No Yes,

Is it medically necessary for the employee to be absent from work during the flare-ups?
No ___Yes. If so, explain:

Based upen the patient’s medical history and vour knowledge of the medical condition, estimate the
frequency of flare-ups and the duration of related incapacity that the patient may have over the next 6
months (e.g.. | episode every 3 months lasting 1-2 days):

Frequency : times per week(s) maonth{s)
Duration: hours or ___ day(s) per episode

ADDITIONAL INFORMATION: IDENTIFY QUESTION NUMBER WITH YOUR ADDITIONAL
ANSWER.

Page 3 CONTINUED ON NEXT PAGE Form WH-380-E Revised May 2015



Signature of Health Care Provider Date

PAPERWORK REDUCTION ACT NOTICE AND PUBLIC BURDEN STATEMENT
If submitted. it is mandatory for employers to retain a copy of this disclosure in their records for three vears. 29 .S C. § 2616; 29
C.F.R. § 825.500. Persons are not required to respond to this collection of information unless it displays a currently valid OMB
control number, The Department of Labor estimates that it will take an as erage of 20 minutes for respondents to complete this
collection of information. including the time for reviewing instructions, searching existing data sources, gathering and maintaining
the data needed. and completing and reviewing the collection of information. If you have any comments regarding this burden
estimate or any other aspect of this collection information, including suggestions for reducing this burden, send them to the
Administrator. Wage and Hour Division. U.S, Department of Labor. Room S-3502, 200 Constitution Ave., NW, Washington, DC
20210. DO NOT SEND COMPLETED FORM TO THE DEPARTMENT OF LABOR; RETURN TO THE PATIENT.
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Certification of Health Care Provider for U.S. Department of Labor
Family Member’s Serious Health Condition ~ Wage and Hour Division mn
(Family and Medical Leave Act)

OMB Control Number 1235-0003
Expurgs 5/317201%

DO NOT SEND COMPLETED FORM TO THE DEPARTMENT OF LABOR. RETURN TO THE PATIENT

SECTION I: For Completion by the EMPLOYER

INSTRUCTIONS to the EMIPLOYER: The Family and Medical Leave Act (FMLA) provides that an employer
may require an employee seeking FMLA protections because of a need for leave to care for a covered family
member with a serious health condition to submit a medical certification issued by the health care provider of the
covered family member. Please complete Section [ before giving this form to your employee. Your response is
voluntary. While you are not required to use this form, you may not ask the employee to provide more information
than allowed under the FMLA regulations, 29 C.F.R. §§ 825.306-825.308. Employers must generally maintain
records and documents refating to medical certifications, recertifications. or medical histories of employees® family
members, created for FMLA purposes as confidential medical records in separate files/records from the usual
personnel files and in accordance with 29 C.F.R. § 1630.14(c)(1). if the Americans with Disabilities Act applies,
and in accordance with 29 C.F.R. § 1635.9, if the Genetic Information Nondiscrimination Act applies,

Employer name and contact:

SECTION II: For Completion by the EMPLOYEE
INSTRUCTIONS to the EMPLOYEE: Please complete Section 11 before giving this form to your family
member or his'her medical provider. The FMLA permits an employer to require that you submit a timely,
complete, and sufficient medical certification to support a request for FMLA leave to care for a covered family
member with a serious health condition. If requested by your employer, your response is required to obtain or
retain the benefit of FMLA protections. 29 U.S.C. §§ 2613. 2614(c)(3). Failure to provide a complete and
sufficient medical certification may result in a denial of your FMLA request. 29 C.F.R. § 825.313. Your employer
must give you at least 15 calendar days to return this form to vour employer. 29 C.F.R, § 825.305.

Your name:
First Middle Last

Name of family member for whom you will provide care:

First Middle Last
Relationship of family member to you:

If family member is your son or daughter, date of birth:

Describe care you will provide to your family member and estimate leave needed to provide care:

Employee Signature Date

Page | CONTINUED ON NEXT PAGE Form WH-380-F Revised May 2015



SECTIONIIE: For Completion by.the HEALTH CARE PROVIDER

INSTRUCTIONS to the IEALTH CARE PROVIDER: The employee listed above has requested leave under
the FMLA to care for your patient. Answer, fully and completely, all applicable parts below. Several questions
seek a response as to the frequency or duration of a condition, treatment. elc. Your answer should be your best
estimate based upon your medical knowledge, experience, and examination of the patient. Be as specific as you
can; terms such as “lifetime,” “unknown,” or “indeterminate™ may not be sufficient to determine FMLA

coverage. Limit your responses to the condition for which the patient needs [eave. Do not provide information
about genetic tests, as defined in 29 C.F.R. § 1635.3(f), or genetic services, as defined in 29 C.F.R. § 1635.3(e).
Page 3 provides space for additional information, should you need it. Please be sure to sign the form on the last
page.

Provider’s name and business address:

Type of practice / Medical specialty:
Telephone: ( ) Fax:( h)

PART A: MEDICAL FACTS

I. Approximate date condition commenced:

Probable duration of condition:

Was the patient admitted for an overnight stay in a hospital, hospice, or residential medical care facility?
__No Yes. If so, dates of admission:

Date(s) you treated the patient for condition:

Was medication, other than over-the-counter medication, prescribed? No Yes.

Will the patient need to have treatment visits at least twice per year due to the condition? __ No Yes

Was the patient referred to other health care provider(s) for evaluation or treatment (e.g., physical therapist)?
No Yes. Ifso, state the nature of such treatments and expected duration of treatment:

[ %]

. Is the medical condition pregnancy? __ No __ Yes. If so, expected delivery date:

3. Describe other relevant medical facts, if any. related to the condition for which the patient needs care (such
medical facts may include symptoms, diagnosis, or any regimen of continuing treatment such as the use of
specialized equipment):
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PART B: AMOUNT OF CARE NEEDED: When answering these questions, keep in mind that your patient’s need
for care by the employee seeking leave may include assistance with basic medical, hygienic, nutritional, safety or
transportation needs, or the provision of physical or psychological care:

4. Will the patient be incapacitated for a single continuous period of time. including any time for treatment and
recovery?  No _ Yes.

Estimate the beginning and ending dates for the period of incapacity

During this time. will the patient need care? __ No  Yes.

Explain the care needed by the patient and why such care is medically necessary:

5. Will the patient require follow-up treatments. including any time for recovery?  No _ Yes,

Estimate treatment schedule, if any, including the dates of any scheduled appointments and the time required for
each appointment, including any recovery period:

Explain the care needed by the patient, and why such care is medically necessary:

6. Will the patient require care on an intermittent or reduced schedule basis. including any time for recovery?
No _ Yes.

Estimate the hours the patient needs care on an intermittent basis, if any:

_hour(s) per day; days per week  from through

Explain the care needed by the patient. and why such care is medically necessary:

Page 3 CONTINUED ON NEXT PAGE Form WH-380-F Revised Mav 2015



7. Will the condition cause episodic flare-ups petiodically preventing the patient from participating in normal daily
activities? No Yes.

Based upon the patient’s medical history and your knowledge of the medical condition, estimate the frequency of
flare-ups and the duration of relaied incapacity that the patient may have over the next 6 months (e.g.. | episode
every 3 months lasting 1-2 days):

Frequency: times per week(s) month(s)

Duration: hours or __ day(s) per episode

Does the patient nced care during these flare-ups? _ No Yes.

Explain the care needed by the patient. and why such care is medically necessary:

ADDITIONAL INFORMATION: IDENTIFY QUESTION NUMBER WITH YOUR ADDITIONAL ANSWER.,

Signature of Health Care Provider Date

PAPERWORK REDUCTION ACT NOTICE AND PUBLIC BURDEN STATEMENT

If submitted, it is mandatory for employers to retain a copy of this disclosure in their records for three years. 29 U.S.C. § 2616;
29 C.F.R. § 825.500. Persons are not required 1o respond to this collection of information unless it displays a currently valid OMB
control number. The Department of Labor estimates that it will take an average of 20 minutes for respondents to complete this
collection of information, including the time for reviewing instructions. searching existing data sources, gathering and maintaining the
data needed, and completing and reviewing the collection of information. If you have any comments regarding this burden estimate
or any other aspect of this collection information. including suggestions for reducing this burden. send them to the Administrator.
Wage and Hour Division, U.S. Department of Labor. Room S-3502, 200 Constitution Ave . NW, Washington, DC 20210

DO NOT SEND COMPLETED FORM TO THE DEPARTMENT OF LABOR; RETURN TO THE PATIENT.
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Designation Notice U.S. Department of Labor mﬂ
(Family and Medical Leave Act) Wage and Hour Division
OMB Control Number 1235-0003
. Expores 53172008
Leave covered under the Family and Medical Leave Act (FMLA) must be desiprated as FMLA-protected and the employer must inform the employee of the
amount of leave that will be counted against the employee’s FMLA leave entitlement, In order to determine whether leave is covered under the FMLA, the
ctnployer may request that the leave be supported by a certification. If the certification is incomplete or insuMicient, the employer must state in writing what

additional information is necessary to make the certification complete and sufficient, \While use of this form by employers is optional, a fully completed Form
WH-382 provides an easy method of providing employ ces with the written information required by 29 C.F.R. §§ 825.300(c), 825,304, and B25.305(c).

To:

Date;

We have reviewed your request for leave under the FMLA and any supporting documentation that you have provided.
We received your most recent information on and decided:

Your FMLA lcave request is approved. All leave taken for this reason will be designated as FMLA leave,

The FMLA requires that you notify us as soon as practicable if dates of scheduled leave change or are extended, or were
initially unknown. Based on the information you have provided to dute, we are providing the following information about the
amount of time that will be counted against your leave entitlement:

Provided there is no deviation from your anticipated leave schedule, the following number of hours, days, or weeks will be
counted against your leave entitlement:

Becausc the leave you will need will be unscheduled, it is not possible to provide the hours, days, or weeks that will be counted

against your FMLA entitlement at this time. You have the right to request this information once in a 30-day period (if leave
was taken in the 30-day petiod).

Please be advised (check if applicable):

You have requested to use paid leave during your FMLA leave. Any paid leave taken for this reason will count against your
FMLA leave entittement.

We are requiring you to substitute or use paid leave during your FMLA leave.
____You will be required to present a fitness-for-duty certificate to be restored to employment. Ifsuch certification is not timely

received, your return to work may be delayed until certification is provided. A list of the essential functions of your position
___is___isnotattached. If attached. the fitness-for-duty certification must address your ability to perform these functions.

Additional information is needed to determine if your FMLA leave request can be approved:

The certification you have provided is not complete and sufficient to determine whether the FMLA applies 10 your leave

request. You must provide the following information no later than » unless it is not
(Provide ai Jeast seven calendar days)

practicable under the particular circumstances despite your diligent good faith efforts, or your leave may be denied.

Specify information needed W make the certification complete and sullicient)

We are exercising our right to have you obtain a second or third opinion medical certification at our expense, and we will
provide further details at a later time.

Your FMLA Leave request is Not Approved.

The FMLA does not apply to your leave request.

You have exhausted your FMLA leave entitlement in the applicable 12-month period.

PAPERWORK REDUCTION ACT NOTICE AND PUBLIC BURDEN STATEMENT
It1s mandatory for emplovers w inform emplovees i writng whether feas ¢ requested under the FMLA has been determmed to be vovered under the FMLA 29 USC
§2617 29 CFR §§ 825 3004d), (2) Itus mandatory for emplovers to retain a copy of this disclosure in their records for three yews 29USC §2616,29CFR §
825500 Persons are not required to respond o this collection of information unless it displays a currently valid OMB control number  The Department of Labor
estimates that it will take an average of 10 = 30 minutes for respondents to complete this collection of information including the time for reviewing structions
searching existing data sources, gathering and mamtaining the data needed, and completing and reviewing the cellection of information  [f you have any comments
regarding tns burden estimate or any other aspect of tius collection information, including suggestions for reducing this burden, send them to the Admimistrator, Wage
and Hour Division. US Department of Labor, Room $-3502, 200 Constitution Ave , NW, Washington. DC 26210 DO NOT SEND THE COMPLETED FORM
TO THE WAGE AND HOUR DIVISION,
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SHORT TERM DISABILITY

The members of the Town Hall Employees Union have access to a
short term disability plan that pays an employee who is absent due to a non-
work related injury or iliness 60% of his/her regular daily rate of pay
beginning on the 8" calendar day following the employee’s last day worked
for a period of up to six (6) months of continuous absence. The employee
may supplement the short term disability pay by using accrued unused paid
time off (sick, vacation and personal leave) to receive a full pay check. If the
employee does not have any accrued paid time off to supplement the short
term disability pay, he/she will only receive the 60% payment for the
duration of the leave. It is important that the supervisor notify Human
Resources when an employee is out of work for an extended period of time
so that the employee can be issued a letter explaining the short term
disability benefit. An example of a letter notifying an employee he/she is on

short-term disability is attached.
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TOWN OF DARIEN

HUMAN RESOURCES DEPARTMENT W. LEE PALMER

DIRECTOR

Date:

Dear:
RE:  Short Term Disability

According to our records, you were out of work due to a non-work related illness beginning on

and returning to work on . This letter will confirm that in
accordance with the Agreement reached between the Town and the Union you were placed on
Short-term Disability (STD) leave from through . An Agreement

with the Union was needed because you came to work for a few hours during the seven day
waiting period. In accordance with the short term disability policy, your pay for these two (2)
days will be comprised of 60% from STD with sick leave making up the remaining 40%.

Please note that because this leave appears to qualify under the Family and Medical Leave Act,
which provides you up to twelve (12) weeks of unpaid leave in a rolling 52 week period during
which time your benefits and position will continue unaffected, the leave will be designated as a
FMLA leave.

If you have any questions or concerns, please feel free to contact me.

Sincerely.

W. Lee Paimer
Director of Human Resources

TOWN HALL, 2 RENSHAW ROAD « DARIEN, CONNECTICUT 06820-5397
TELEPHONE (203) 656-7390 « FAX (203) 656-7389
DARIENCT.GOV



LONG TERM DISABILITY
Town employees who do not have access to short term disability may
be eligible for long term disability after six (6) months of absence due to a
non-work related illness or injury. This coverage is provided by The
Standard Insurance Company, and the employee must complete an
application and meet the requirements set forth by the insurance company

policy. Town Hall Union Employees are not eligible for LTD.
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LEAVES DUE TO WORK-RELATED ILLNESSES OR INJURIES

If an employee suffers a work-related injury or illness, he/she should
immediately go to the Darien Immediate Medical Care Center or Stamford
Hospital Emergency Department for prompt assessment and treatment. The
employee’s supervisor must complete a First Report of Injury form and fax
it to the Workers’ Compensation Carrier as soon as possible. The supervisor
is also required to complete an accident report to be submitted to the Safety
Committee for review. These forms are attached.

Under the Connecticut Workers” Compensation laws, there is a three (3)
day waiting period before an employee is eligible to receive pay for a work-
related injury. The day of the injury does not count towards the waiting
period. Therefore, in order for the employee to be paid for the first three (3)
days following the day of injury, he/she must use sick time. However, if the
disability continues for seven (7) days, Workers’ Compensation pay will be
retroactively applied from the date of the injury and the sick time converted
to Workers’ Compensation (WC).

For example, based on the number of days the employee is out of work,

his/her time and attendance records should be recoded as follows:

DATE OF INJURY DAY 1l |DAY2 |[DAY3 |DAY4 |DAYS5 |DAY6 |DAY7

Day paid by Town SICK RTW RTW RTW RTW RTW RTW

Day paid by Town SICK SICK RTW RTW RTW RTW RTW

Day paid by Town SICK SICK SICK RTW RTW RTW RTW

Day paid by Town SICK SICK SICK wC RTW RTW RTW

Day paid by Town SICK SICK SICK wC wC RTW RTW

Day paid by Town WwC WC wC wC wC wC WwWC

RTW-Return to Work, WC-Workers’ Compensation

Please be sure that when an employee misses work due to an alleged

work-related injury, that the employee understands that he/she must be
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examined by a physician to verify that the injury is related to a new or prior
work-related injury. This applies regardless of whether the employee misses
one or more days of work or if the employee leaves work early due to a
reoccurrence of a prior workers’ compensation injury.

If the employee is not examined by a physician or if the injury is not
verified, then the employee must charge the lost time to histher own sick
time. Each absence from work related to a physician’s appointment or
injury or illness from a prior workers’ compensation injury must be
substantiated each time by a physician’s note.

Once the Employer’s First Report of Occupational Injury or Iliness
(see attached) has been submitted to the workers’ compensation carrier, the
employee’s injury will be assigned a case number and all treatment and
payments will be paid under that number.

The Town implemented a managed care plan for workers’
compensation injuries effective July 1, 2008. All work related illness or
injuries incurring on or after that date must be treated by a physician in the
managed care network. If an employee seeks treatment from a physician
outside of the network, the claim may be denied and all medical expenses
denied. A laminated pocket card with the managed care network and
workers’ compensation carrier contact information is available in the Human
Resources Department.

Any work-related injury or illness that occurred prior to July 1, 2008
is not subject to the managed care plan and the employee can continue to be

treated by the physician of his/her choice.
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O— Print Form 7
CIRMA ™=

~ CIRMA Injury Reporting Information

Report Claims at NetClaim.net or 1-800-OK-CIRMA
Keep this Form for your own Records—Do Not Submit to CIRMA

Event Date/Time
Incident Dele and Time: Employer Notified:

Reporter & Location Information
Reported by: Title: Phone Number:

locationCode: __ _ _  Location Nome: Address:

Claimant Informotion

Social Security Number of Claimant:

Claimont Name:

Home Phone: Work Phone:

Home Street Address:

City: State: Zip:

Date of Birth: Marital Status: —________ Gender: [JMale [0 Female
Employment

Job Title: Status:

Claimant’s Supervisor: Title: Phone:
Incident

Description of the Injury:

Couse: Body Part:
Nature Code:
Medical Provider (if known): Address of Medical Provider:

Nome of Doctor (if known):

Witness Nome (if any):

Lost time from work {if known): Return fo work date:

Loss Location Enity:
Address:

Contact Person:

Additional Information

Job Clussification code:

Time the employee began work on the day of injury:

Supervisor Notice Date: Claim Incident Number: |__ Il
This is assigned by NetClaim.net {at the FINISH tab) or by the Hatline
aperator Rev. 021014




Erployer (Name Audress 2 Zp)

SIC Cade

Carter (Name. Adgress 8 Zp

Falcy 7 Self-l=sured #

D OB yroqurca)

‘I‘ﬁ' . State of Connecticut
£ Fel0 Workers’ Compensation Commission
"“::g\?_wg.'” Send ties form to Workers Compensation Commission, 21 Oak Siee! Harford CTO6106 8011

Employer’s First Report of Occupational Injury or lliness

File pursuant to ©.G.5. § 34-313 ‘prirynes that eosyi n ICASLCITY FOR QME DAY OR KORE. P ease TYE cr PRINT IN 1K

! Sal.
O} creck o sermsured |FroM o
Empleyee  Last Name First Name M.gdle Name Gandar Date Hired (MCovy] Siale of Hire

IPnora L

Rev, 7-13-2009

FRI

Date filad in Chawman s Office

for WO use only

OS5HA Log Casa #

Phore Carries / Adrunistrator Cla:m #

Report Purpose Code
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| 1Pzley Pened pmborvy)

Qecupatian / Jeb Tile

Catate
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Cnle of Inury / Minass (muw
Time Emptcy

Begar W

Tma of Qcgurrence
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Oata Drsabilty Began Mooy
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Durte Ratunied) ta Were prenns
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Ergloye s Pramisas™

D a

Qe =

Ow~
Typa of kury / lingss

0am
Qe

Part cf Bedy Affectac

Hospual ifisme Samess £ 2p,
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Vere Safegoarcs or Safety
Eguipinert pravided?

D‘r’ns DNn
GYas DNa
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I Fatal Date of Dealls (MM TLAy)
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girecily mured the emolcyse or made the emrgloyea il
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D Mings — by Chin:c { Hosoaal Cl Fielure Major Medical — Los! Time

A-tcpated

Data Admaes-aier Nethed Mmooy | Date Prepared (mMacoyy)

Preparer s Nare £ Title Prone #

|Phene #

Cause of Inury Code




SUPERVISOR'S ACCIDENT INVESTIGATION REPORT

This form is for reporting to Management and not to be submitted to the Insurance Company

Instructions for completion of this form:
»  Complete the form in its entirety. Must be completed in addition to the First Report of Injury for every accident, injury
or exposure involving employees volunteers or contract personnel.
* Faxlo Employee Health at 706-721-0882 within 72 hours of the incident
+  All accidentsfinjuries/exposures must be reporled regardless of the employee’s desire/need to be seen by Employee
Health or Emergency Services

General Information

Name of Injured Employee: Job Title:

Date of Incident: Department:

Time of Incident: AM  PM Time Employee Shift Started: AM PM
Location of Accident: Supervisor on Site:

Description of Accident, Injury or Exposure
Please be as detailed as possible. Describe in detail the duty/job the injured person was
performing at the time of the accident. You may use reverse side for additional information.

What was the employee doing prior to the incident:

Describe what happened:

Name of Witnesses/Passengers:

Nature of Injury (Be as Specific as Possible)

Body Part Injured:

Describe object or substance that directly harmed employee:

Type of Injury:

If Other, please provide additional information:

Treatment Provided: No Treatment O First Aid (Employee Health)
O Emergency Room . Other:

C-126
Rev. 1/2007




SUPERVISOR'S ACCIDENT INVESTIGATION REPORT

This form is for reporting to Managemenl and not to be submitted 1o the Insurance Company

If the employee missed any time from work due to this injury, what was the first day of missed work?

If employee is still out of work, how long will the employee be away from work?

If the empioyee has returned to work, on what date did the employee return?

Corrective Measures Taken Following Accident

Supervisor Completing Report

Name: Job Title:

Date: Extension: Department #:

Do not write below line

Review/Recommendations

Reviewer: Date of Review:

C-126
Rev. 1/2007




SUPERVISOR'S ACCIDENT/INCIDENT INVESTIGATION REPORT

FILE NO.: DATE: [/ [

Date of Accldent: / ¢ TimeofDay : AM |
Date Reported: /! Accident Occurred On Employer’'s Premises?: OYes EINo
Supervisor's Name: Telephone No.: | )
Dept./Univ.: Address:
Division: City:
Location of Accident (specify site within facility):
Witnesses Name: Day Telephone Number:{ -
Witnesses Name: Day Telephone Number: () -
PERSONAL INJURY
1. Name of Injured:
2 _Social Security #: xoe-xx- Home #{ ) - Work#. () -
3. Home Address:
4 Sex [IMale [JFemale 5 Age 6. Job Title
7 _EmploymentDate /¢ 8. Hrs Wrk Day Hrs Wrk/Week
8. Time on Current Job {yrs) _{mos) __OFuktime [JPartime [J Temporary [ Seasonal
Empiloyee Required: [] First-Aid Only [] Medical Treatment OFatality 1 ¢ (date of death) [] OSHA Recordable
Employee Disposition Status ] Other Explain
O Returned to Work ] Sent Home
[] To Doctor ] To Hospital
PROPERTY DAMAGE [ Does not apply 1 Major ] Serious ] Minor

[ 1Vehicle [ 1Equipment [ ] Private Property
Vehicle 1.D:. Equipment 1.D.:
Model: Age:  (yrs) (mos) Model: Age:  (yrs) {mos)

Driver's License #:

Name & Title of person with most Employee Description of Accident/Incident:
direct responsibility for employee
involved in this accident:

IMMEDIATE CAUSE(s) Explain
O Equipment {1 Personnel
O Envircnment O Mat.

{7 Hazardous Conditions [ Unsafe Act

BASIC CAUSE & CONTRIBUTING FACTOR(s) | Exgiain
[ Environmental conditions [ Personnel

[ Hazardous conditions [ Management

[ Lack of safety instruction & training

CORRECTIVE ACTION: Explain
I have taken the following:

ClTemporary / EJPermanent

immediate actions to reduce recurrence

| recommend the following actions(s)
to prevent recurrence: and anticipate
completionby: / f

Managers Comments: (Appropriateness of Cause & Carreclive Action) Signature:
Title:
Telephone: { ) - Date: | |/
Corrective Action/Follow up Date: / |/
By Department Manager/Safety Officer:
Reviewed by Director: Date: [/ ¢/

Distribution: Director, WC Administrator, Safety & Health Director
COMPLETE FOLLOWING CHECKLISTS




ACCIDENT OR INCIDENT BREAKDOWN BY CHARACTERISTIC

NATURE OF INJURY

3 No Physical Injury

[0 Amputation

] Angina Pectoris {(Heart Disease)
L[] Burn (heat, chemical)

{J Concussion

[ Contusion (bruise, hematoma)
O Crushing

[ Dislocation (nerve, disc, tear)
L] Electric Shock {electrocuted)
[J Enucleation

([ Foreign Body {lint in eyz)

{J Fracture

[ Freezing (frost bite)

[ Loss of Hearing {traumatic)
(] Heat Prostration

[ Hernla {from lifting)

[ tnfection

O inflammation

] Laceration

] Myocardial Infarction

] Poisoning (not cumulative)
(J Puncture {needle stick)

(O Rupture

[ Severance

[ Sprain

] Strain

[ Syncope (fainting, etc.)

[ Asphyxiation

] vascular (includes strokes)
] Vision Loss

[J AN Other Specific Infuries

[ Dust Disease

[ Asbestosis (lung disease)

[J Black Lung {coal)

[ Byssinosis {cotton)

[ silicosis (sllica dust)

[ Respiratory Disorders

] Poisoning - chemical

[_] Peisoning - metal

[T Dermatitis {any skin irritation)
[ Mental Disorder

(0 Radiation (tissue, bones, etc.)
O Other Occupational Diseases
[ Loss of Hearing

{ Infectious Disease

[ Cancer

[ alps

] VDT Related Disease

(] Mental Stress

CJ Carpal Tunnel Syndrome

[ Other Cumulative Injuries

C] Multiple Physical Injuries Only

{7 Multiple Injuries, Physical & Psych.

[ Neck (multiple injuries)

[ Vertebrae

[ Disc {neck, spinal column)
[ Spinal Cord

O Larynx (vocal cords)

[ Soft Tissue (neck)

{J Trachea

O Upper Extremities

[ Upper Arm (humerus)

£] Elbow {radial head)

O Lower Arm {forearm)

[ wrist

] Hand (excluding wrist, fingers)
O Thumb

L] Shoulder(s) {armpit, rotatar cuff)
) wrist{s) & Hand(s}

CJ Trunk {combination parts)
[l Upper Back (thoracic area)
[ Low Back (lumbar etc.)

[ Dise {back)

[ Chest (ribs, sternum etc.}
[J Sacrum & Coceyx

0 Pelvis

O Spinal Cord

O Internal Organs
[ Heart

[ Lower Extremities
O Hip

L] Thigh, Upper Leg
[J Knee

7 Lower Leg

O Ankle

O Foot

O Toe

{d Great Toe

O Lungs

[ Abdomen

[ Buttocks

[J Lumbar & or Sacral Vertebrae
[J Artificial Appliance

J Insufficient info to Identity

[ No Physical Injury

O Muliiple Body Parts

[ Body Systems

| TYPES OF ACCIDENTS

1

A. Burn or Scald-Heat or Cold Exposure:

[ Chemicals

[ Touched Hot Pan

[ Temperature Extrames

[ Fire or Flame

[J Beiling Water Splashed

[J Dust, Gases, Fumes ete.

[JJ Caught in, Under, or Between

L

PARTS OF BODY AFFECTED |

[3 Weiding Flash - Injury to Eyes

[J Head

O Skun

[] Brain

(3 Ear(s) (eardrum)

O Eye{s)

O Nose

O Teeth

£ Mouth {lips, tongue, throat)
[J Facial Soft Tissue

[ Facial Bones

[ Radiation

[J Contact with, NOC

O Cold Objects/Substances
[0 Abnormal Air Pressure
[ Electric Current

B. Caught In, Under or Between:

[ Machine or Machinery

[0 Caught, In, Under or Between

[T Collapsing Materials (earth slides)

C. Cut, Puncture, Scrape:
[ Broken Glass

{J Hand Tool, Utensil

] Object Being Lifted
[] Powered hand Tool
{3 Cut, Puncture, Scrape

D. Fall, Siip or Trip:

{_] Fall From Different Level
[ Fall From Ladder

] Fall From Liguid/Grease
O Fall into Opening

[ Fall on Same Level

0 Slipped, Did Not Fall

(J Fat, Slip or Trip

[ Ice or Snow

O stalrs

E. Motor Vehicle:

] Crash of Water Vehicle

{C] Crash of Rail Vehicle

[ Collision w/other Vehicle
[ Cotllsion wifixed Object
£ Crash of Airplane

[ Vehicle Upset {overturned)
1 Motor Vehicle, NOC

F. Strain:

3 Continual Noise

O Twisting

O Jumping

[J Holding or Carrying

I Lifting (Including patients)
] Pushing or Pulling

] Reaching (overhead)
3 Using Tool or Machine
£ Strain of Injury

{1 Throwing or Welding
[ Repetitive Motion (CTS)

G. Striking Against or Stepping On:
[0 Moving Machine Parts

[ Object Lifted or Handied

[ Standing, Scraping Operator

[ stationary Object

[ Stepping on Sharp Object

[ striking or Stepping

H. Struck or Injured By (kicked, stabbed,

bit):
£ Fellow Worker, Patient

(J Fatiing or Flying Object
O Hand Tool or Machine

O Motor Vehicla

T Moving Parts of Machine
3 Object Lifted or Handled
[J Object Handled by Others
[ Struck or Injured

J Animal or Insect

O Explosion or Flare Back

l. Rubbed or Abraded By:
O Repetitive Motion
1 Rubbed or Abraded, NOC

Distribution: Director, WC Administrator, Safety & Health Director



I_ Hazardous Condition

[J Inadequate Ventilation
O insufficient Workspace
{1 Improper llumination
[ Environmental Hazard
O Use of Inherently Hazardous Material
[0 Use Inherently Hazardous Method or
Procedure
O Use of Inadequate or Improper
Tools or Equiprnent
i Inadequate Help for Heavy Lifting
£J Improper Assignment or Personnel
{) Hazardous Methods or Procedures
(I Improperty Placed
[0 Inadequately Secured
O Unguarded, Mechanical
[ Inadequate Shoring
CJ Ungrounded
[ Uninsulated
{0 Uncovered Connection Switches, elc.
[J Unshieidad Radiation
O Inadequately Guarded, NEC
O Public Hazards (off State Premises)
] Traffic Hazards
(i Hazardous Condition, NEC
[J Undetermined-Insufficient Information
{1 No Hazardous Condition

L Unsafe Act

{] Cleaning, Qiling, Adjust Moving
Equipment

[J welding/Repairing of Equipment
Without Supervisor

{0 working en Electrically Charged
Equipment

O Fatlure to Secure or Warn

[ Failure to Shut off Equipment Not in
Use

[ Failure to Piace Warning Signs &
Signals

[ Releasing or Maving Loads, etc.,
Without Giving Adequate Warning

E] Horseplay, Fighting, etc.

[ Use of Equipment or Matarial for
Other Than its Intended Purpose

[ Overloading

L Gripping Object Insecurely

[ Taking Wrong Hold of Object

[ using Hand Instead of Tools

(J nattention to Footing or Surroundings

[ Disconnecting or Remaining Safety
Devices

{J Replacing Safety Devices With
Those of improper Capacity

O Jumping From Elevations, Vehicles,
etc,

O Running

[ Throwing Material or Tools

L] Riding in Unsafe Position

a Unnecessary Exposure Under
Suspended Loads

O Unnecessary Exposure to Moving
Materials or Equipment

[ Driving Too Fast or Too Slowly

[ Entering/Leaving Vehicle on Traffic
Side

{7 Failure to Signal When Stopping,
Turning or Backing

[ Failure to Yield ROW

[ Backing Without Looking for
Clearance

[ Failure to Obey Traffic Control Signs
or Signals

{1 Foliowing Too Close

] Other (Explain)

O Improper Planning of Job

[J Unsafe Procedures of Job

] Inadequate Knowledge/Leadership
O No Supervisory Failure

Employee Attributes |

[ Lack of Knowledge or Experience
1 improparly Trained

] Bodily Defects

O Lack of Respect for Hazard

[} Other Insufficient Data

O owt

Safety Equipment in Use —I

[ Hard Hat

{1 safety Glasses

O Respirator

L[] Movable Exhaust Hood

{J Ear Protection

[ Safety Shoes

[d Lanyards & Lifelines

[ Fluorescent Vest O Flags
{J Buoyant Workvest

[J Chemical Apron

[J Faceshields [ Gloves
O warning & Control

[ Seat Belts

[ Shoulder Hamess

[ Other Restraining Devices

{J safety Equipment

B Supervisory Actlvities ]

PREPARE & ATTACH SKETCH AND/OR
PROVIDE PHOTOS AS NECESSARY TO
DESCRIBE ACCIDENT/INCIDENT

[} Inadequate Training of Employee
[ Faulty Instruction to Employee

Distribution: Director, WC Administrator, Safety & Heaith Director



RETURNING TO WORK/MODIFIED DUTY

Although an employee suffering workers’ compensation injury may

not be able to perform all of the duties of his position, a physician may

return an employee to work under modified duty. Modified duty clearance

requires the employee to report to work each day and perform job duties in

accordance with his/her physical limitations. It is important that Department

Heads work with the workers’ compensation carrier to create modified duty

work so that employees can return to work as soon as possible.

Examples of modified duty are:

>

YV V.V V V

>

Filing or other paper work

Cleaning work areas or tools

Picking up trash-with or without bending assistance tools
Answering phones

Watching training videos

Light repair work

Painting

An employee cannot return to work until he/she is cleared to return to work

by a physician.
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TOWN OF DARIEN

HUMAN RESOURCES DEPARTMENT W. LEE PALMER
DIRECTOR
RETURN TO WORK FORM
Mr. /Mrs. /Ms. wis seen in my office
on and:

Has been unable to work since:

Can return to work effective:

Without any Restrictions

With the Following Restrictions

Is unable to return to work at this time, but will be reevaluated on

I'have reviewed the job description for this patient and certify that he/she is able to

perform the essential functions of the job (initial)
Name of Physician/Person completing form Date
Address:

Phone Number;

Please complete and mail this form to the Human Resources Department at the address

1

below or Fax to (203) 656-7389 )

TOWN HALL, 2 RENSHAW ROAD * DARIEN, CONNECTICUT 06820-5397
TELEPHONE (203) 656-7390 « FAX (203) 656-7389
DARIENCT.GOV



MATERNITY LEAVE

Pregnant employees are eligible for leave in connection with the birth
of a child under the FMLA. Prior to the birth of the child, the employee
should obtain an FMLA leave request form and have her physician complete
it. Unless otherwise stated by the physician, the leave will begin when the
physician certifies that the employee is “disabled” from performing her
normal duties and responsibilities. The first 6-8 weeks following the birth of
the child are normally considered sick leave (6 weeks for vaginal delivery
and 8 weeks for caesarean birth). If the employee does not have sufficient
sick leave to be paid for the 6-8 weeks, she must utilize accrued vacation or
personal time following the depletion of sick time for the duration of the
leave. If the employee does not have sufficient accrued paid time for the
duration of the leave, part of the leave may be unpaid. Sick leave may not
be used beyond the 6-8 weeks without a physician’s note certifying a
continuing illness, injury, or medical condition.

In the event of an unpaid leave, the employee is responsible for
paying the insurance deductions that would have been made from his/her
paycheck. The employee should submit payment to the Finance Department
to cover the employee share of medical and dental to insure the continuation

of benefits.
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MILITARY LEAVE

Employees who are members of the National Guard or a reserve
component of the U.S. Armed Forces and a permanent employee are entitled
to military leave to attend required training. The employee must submit a
copy of his/her military orders to the Human Resources Department to verify
the leave. Also any employee who leaves or had left Town employment for
the purpose of entering the armed forces of the United States has a right to
be reinstated in his/her former position and duties, provided he/she provides
Human Resources with a certificate of satisfactory service from the armed

forces and makes an application for return to employment.
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Certification of Qualifying Exigency U.S. Department of Labor
For Mllltary Famtly Leave Wage and Hour Division m“

(Family and Medical Leave Act)

OMB Control Number 1233-0003
Expires 531 2018

SECTIONI: For Completion by the EMPLOYER

INSTRUCTIONS to the EMPLOYER: The Family and Medical Leave Act (FMLA) provides that an employer may
require an employee seeking FMLA leave due to a qualifving exigency to submit a certification. Please complete Section |
before giving this form to vour employee. Your response is voluntary, and while you are not required to use this form, you
may not ask the employee to provide more information than allowed under the FMLA regulations, 29 CFR 823,309,

Employer name:

Contact [nformation:

SECTIONII: For Completion by the EMPLOYEE

INSTRUCTIONS to the EMPLOYEE: Please complete Section Il fully and completely. The FMLA permits an
employer to require that you submit a timely, complete, and sufficient certification to support a request for FMLA leave due
to a qualifying exigency. Several questions in this section seek a response as to the frequency or duration of the qualifying
exigency. Be as specific as you can; terms such as “unknown,” or “indeterminate™ may not be sufficient to determine
FMLA coverage. Your response is required to obtain a benefit. 29 CFR 825.310. While you are not required to provide
this information, failure to do so may result in a denial of your request for FMLA leave. Your employer must give you at
least 15 calendar days to return this form to your employer.

Your Name:

First Middle Last

Name of military member on covered active duty or call to covered active duty status:

First Middle Last

Relationship of military member to you:

Period of military member's covered active duty:

A complete and sufficient certification to support a request for FMLA leave due to a qualifying exigency includes written
documentation confirming a military member's covered active duty or call to covered active duty status. Please check one
of the following and attach the indicated document to support that the military member is on covered active duty or call to
covered active duty status.

A copy of the military member's covered active duty orders is attached.

Other documentation from the military certifying that the military member is on covered active duty (or has been
notified of an impending call to covered active duty) is attached.

I have previously provided my employer with sufficient written documentation confirming the military member’s
covered active duty or call to covered active duty status.

Page I CONTINUED ON NEXT PAGE WH-384 R evised February 2013



PART A: QUALIFYING REASON FOR LEAVE

l. Describe the reason you are requesting FMLA leave due to a qualifying exigency (including the specific reason you
are requesting leave):

x A complete and sufficient certification 1o support a request for FMLA leave due toa qualifying exigency includes
any available written documentation which supports the need for leave: such documentation may include a copy of
a meeting announcement for informational briefings sponsored by the military; a document confirming the military
member’s Rest and Recuperation leave; a document confirming an appointment with a third party, such as a
counselor or school official, or staff at a care facility; or a copy of a bill for services for the handling of legal or
financial affairs. Available written documentation supporting this request for leave is attached.

Yes [ No O None Available (I
PART B: AMOUNT OF LEAVE NEEDED

L, Approximate date exigency commenced:

Probable duration of exigency:

L Will you need to be absent from work for a single continuous period of time due to the qualifying exigency?

Yes[d NeO

If so, estimate the beginning and ending dates for the period of absence:

Lk

Will you need to be absent from work periodically to address this qualifying exigency? YesOd  No[O

Estimate schedule of leave, including the dates of any scheduled meetings or appointments:

Estimate the frequency and duration of each appointment, meeting. or leave event, including any travel time
(ie., | deployment-related meeting every month lasting 4 hours):

Frequency: tites per week(s) month(s)

Duration: hours _ day(s) per event.

Page 2 CONTINUED ON NEXT PAGE WH-384 R evised February 2013



PART C:

If leave is requested to meet with a third party (such as to arrange for childcare or parental care. to attend counseling, to
attend meetings with school, childcare or parental care providers, to make financial or legal arrangements. to act as the
military member's representative before a federal, state, or local agency for purposes of obtaining. arranging or appealing
military service benefits. or 1o attend any event sponsored by the military or military service organizations). a complete and
sufficient certification includes the name, address, and appropriate contact information of the individual or entity with
whom you are meeting (i.c., either the telephone or fax number or email address of the individual or entity}. This
information may be used by your employer to verify that the information contained on this form is accurate.

Name of individual: ; __ Title:

Organization: -
Address: =
Telephone: {_ ) Fax: (_ )

Email:

Describe nature of meeting;:

PART D:

I centify that the information | provided above is true and correct.

Signature of Employee Date

PAPERWORK REDUCTION ACT NOTICE AND PUBLIC BURDEN STATEMENT

It submitied. it is mandators for employers 1o retain a copy of this disclosure in their records for three years. 29 1.5.C. 2616: 29 CER 825500,
Persons are not required to respond to this collection of information unless it displays a currently valid OMB control number. T he Department
of Labor estimates that it will take an average of 20 minutes for respondents to complete this collection of information. including the time for
reviewing instructions. scarching existing data sources, gathering and maintaining the data needed. and completing and reviewing the collection
of information. I you have any comments regarding this burden estimate or any other aspect of this collection information, including
suggestions for reducing this burden, send them to the Administrator. Wage and Hour Division, U.S. Department of Labor, Room $-3502, 200
Constitution AV, NW, Washingion, DC 20210. DO NOT SEND THE COMPLETED FORM TO THE WAGE AND HOUR DIVISION;
RETURN IT TO THE EMPLOYER.
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Certification for Serious Injury or U.S. Department of Labor

lliness of a Current Wage and Hour Division
Servicemember - -for Military Family Leave mn
(Family and Medical Leave Act)

DO KOT SEND COMPLETED FORM TO THE DEPARTMENT OF LABOR. RETURN 10O THE PATIENT OMB Control Number: 12350003
Expires: 3312018

Notice to the EMPLOYER

INSTRUCTIONS to the EMPLOYER: The Family and Medical Leave Act (FMLA) provides that an employer may
require an employee seeking FMLA leave due to a serious injury or illness of a current servicemember to submit a
certification providing sufficient facts to support the request for leave. Your response is voluntary. While you are not
required to use this form, you may not ask the employee to provide more information than allowed under the FMLA
regulations, 29 CFR 825.310. Employers must generally maintain records and documents relating to medical
certifications, recertifications, or medical histories of employees or employees’ family members created for FMLA
purposes as confidential medical records in separate files/records from the usual personnel files and in accordance with 29
CFR 1630.14(c)(1), if the Americans with Disabilities Act applies, and in accordance with 29 CFR 1635.9, if the Genetic
Information Nondiscrimination Act applies.

SECTIONI: For Completion by the EMPLOYEE and/or the CURRENT SERVICEMEMBER for whom the
Employee Is Requesting Leave

INSTRUCTIONS to the EMPLOYEE or CURRENT SERVICEMFEMBER: Please complete Section [ before having
Section IT completed. The FMLA permits an employer to require that an employee submit a timely, complete, and
sufficient certification to support a request for FMLA leave due (o a serious injury or illness of a servicemember. If
requested by the employer, your response is required to obtain or retain the benefit of FM LA-protected leave. 29 U.S.C.
2613, 2614(c)(3). Failure to do so may result in a denial of an employee’s FMLA request. 29 CFR 825.310(f). The
employer must give an employee at least 15 calendar days to return this form to the employer.

SECTION II: For Completion by a UNITED STATES DEPARTMENT OF DEFENSE (“DOD”) HEALTH CARE
PROVIDER or a HEALTH CARE PROVIDER who is cither: (1) a United States Department of Veterans Affairs
(“VA™) health care provider; (2) a DOD TRICARE network authorized private health care provider; (3) a DOD
non-network TRICARE authorized private health care provider; or (4) a health care provider as defined in 29
CFR 825.125

INSTRUCTIONS to the HEALTH CARE PROVIDER: The employee listed on Page 2 has requested leave under the
FMLA to care for a family member who is a current member of the Regular Armed Forces, the National Guard, or the
Reserves who is undergoing medical treatment, recuperation, or therapy, is otherwise in outpatient status, or is otherwise
on the temporary disability retired list for a serious injury or illness. For purposes of FMLA leave, a serious injury or
illness is one that was incurred in the line of duty on active duty in the Armed Forces or that existed before the beginning
of the member’s active duty and was aggravated by service in the line of duty on active duty in the Armed Forces that
may render the servicemember medically unfit to perform the duties of his or her office, grade, rank, or rating.

A complete and sufficient certification to support a request for FMLA leave due to a current servicemember's serious
injury or illness includes written documentation confirming that the servicemember's injury or illness was incurred in the
line of duty on active duty or if not, that the current servicemember's injury or illness existed before the beginning of the
servicemember’s active duty and was aggravated by service in the line of duty on active duty in the Armed Forces, and
that the current servicemember is undergoing treatment for such injury or illness by a health care provider listed above.
Answer, fully and completely, all applicable parts. Several questions seek a response as to the frequency or duration of a
condition, treatment, etc. Your answer should be your best estimate based upon your medical knowledge, experience, and
examination of the patient, Be as specific as you can; terms such as “lifetime,” “unknown,” or “indeterminate™ may not
be sufficient to determine FMLA coverage. Limit your responses to the servicemember's condition for which the
employee is seeking leave. Do not provide information about genetic tests, as defined in 29 CFR 1635.3(f), or genetic
services, as defined in 29 CFR 1635.3(e).
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SECTION I: For Completion by the EMPLOYEE and/or the CURRENT SERVICEMEMBER for whom the
Employee Is Requesting Leave:

(This section must be completed first before any of the below sections can be completed by a health care provider.)

Part A: EMPLOYEE INFORMATION
Name and Address of Employer (this is the employer of the employee requesting leave to care for the current
servicemember):

Name of Employee Requesting Leave to Care for the Current Servicemember:

First Middle Last

Name of the Current Servicemember (for whom employee is requesting leave to care):

First Middle Last

Relationship of Employee to the Current Servicemember-

Spousel] Parent [ Son O Daughter {J Nextof Kin O

Part B: SERVICEMEMBER INFORMATION

(n [s the Servicemember a Current Member of the Regular Armed Forces, the National Guard or Reserves?

Yes[ No[

If yes, please provide the servicemember’s military branch, rank and unit currently assigned to:

Is the servicemember assigned to a military medical treatment facility as an outpatient or to a unit established for
the purpose of providing command and control of members of the Armed Forces receiving medical care as
outpatients {such as a medical hold or warrior transition unit)?

Yes[ Nol

If yes, please provide the name of the medical treatment facility or unit:

(2) Is the Servicemember on the Temporary Disability Retired List (TDRL)?
Yes[] No[J

Part C: CARE TO BE PROVIDED TO THE SERVICEMEMBER

Describe the Care to Be Provided to the Current Servicemember and an Estimate of the Leave Needed 1o Provide the
Care:

Page 2 Form WH-385 Revised May 2015



SECTION II: For Completion by a United States Department of Defense (“DOD”) Health Carc Provider or a
Health Care Provider who is either: (1) a United States Department of Veterans Affairs (“VA”) health care
provider; (2) a DOD TRICARE network authorized private health care provider; (3) a DOD non-network
TRICARE authorized private health care provider; or (4) a health care provider as defined in 29 CFR
825.125. If you are unable to make certain of the military-related determinations contained below in Part B, you
are permitted to rely upon determinations from an authorized DOD representative (such as a DOD recovery care
coordinator),

(Please ensure that Section 1 above has been completed before completing this section. Please be sure to sign the form on
the last page.)

Part A: HEALTH CARE PROVIDER INFORMATION

Health Care Provider’s Name and Business Address:

Type of Practice/Medical Specialty:

Please state whether you are either: (1) a DOD health care provider; (2) a VA health care provider; (3) a DOD TRICARE
network authorized private health care provider; (4) a DOD non-network TRICARE authorized private health care
provider, or (5) a health care provider as defined in 29 CFR 825.125:

Telephone: () _ Fax:( ) Email:

PART B: MEDICAL STATUS

(1) The current Servicemember’s medical condition is classified as (Check One of the Appropriate Boxes):

O ¢vsn Very Seriously [IVInjured - liness/Injury is of such a severity that life is imminently endangered.
Family members are requested at bedside immediately, (Please note this is an intemnal DOD casualty assistance
designation used by DOD healthcare providers.)

O (sn Seriously IIVInjured - Illness/injury is of such severity that there is cause for immediate concern, but
there is no imminent danger to life. Family members are requested at bedside. (Please note this is an internal
DOD casualty assistance designation used by DOD healthcare providers.)

U OTHER IlVInjured - a serious injury or illness that may render the servicemember medically unfit to
perform the duties of the member’s office, grade, rank, or rating,

J NONE OF THE ABOVE (Note to Employee: If this box is checked, you may still be eligible to take leave to
care for a covered family member with a “serious health condition™ under § 825.113 of the FMLA. If such leave
is requested, you may be required to complete DOL FORM WH-380-F or an employer-provided form seeking the
same information.)

2) s the current Servicemember being treated for a condition which was incurred or aggravated by service in the line
of duty on active duty in the Armed Forces? Yes(] No[1

€))] Approximate date condition commenced:

) Probable duration of condition and/or need for care:
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(5) Is the servicemember undergoing medical treatment, recuperation, or therapy for this condition? Yesd No[J

If yes, please describe medical treatment, recuperation or therapy:

PART C: SERVICEMEMBER'’S NEED FOR CARE BY FAMILY MEMBER

(B Will the servicemember need care for a single continuous period of time, including any time for treatment and
recovery? Yes(J NolJ

If yes, estimate the beginning and ending dates for this period of time:

(2 Will the servicemember require periodic follow-up treatment appointments? Yes[J Nol[J

If yes, estimate the treatment schedule:

(3) Is there a medical necessity for the servicemember to have periodic care for these follow-up treatment
appointments? Yes[] Nold

(4) Is there a medical necessity for the servicemember to have periodic care for other than scheduled follow-up
treatment appointments (e.g., episodic flare-ups of medical condition)?

Yes[d No[O

If yes, please estimate the frequency and duration of the periodic care;

Signature of Health Care Provider: Date;

PAPERWORK REDUCTION ACT NOTICE AND PUBLIC BURDEN STATEMENT
If submitted, it is mandatory for employers 1o retain u copy of this disclosure in their records for three years, in sccordance with 29 U S.C. 2616; 29
CFR 825.500. Persons are not required (o respond to this collection of information unless it displays a currently valid OMB control number. The
Department of Labor estimates that it wall 1ake an average of 20 minutes for respondents 1o complete this collection of information, including the
time for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the
collection of information. If you have any comments regarding this burden estimate or any other aspect of this collection information, including
suggestions for reducing this burden, send them to the Administrator, Wage and Hour Division, U.S. Department of Labor, Room S-3502, 200
Constiwtion AV, NW, Washington, DC 202t0. DO NOT SEND THE COMPLETED FORM TO THE WAGE AND HOUR DIVISION:
RETURN IT TO THE PATIENT.
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Certification for Serious Injury U.S. Department of Labor
or lliness of a Veteran for Wage and Hour Division m“
Military Caregiver Leave

(Family and Medical Leave Act)

DO NOT SEND COMPLETED FORM TO THE DEPARTMENT OF LABOR; RETURN TO THE EMPLOY CE OMB Comrol Number: 1235-0003

Expires: 5312018
Notice to the EMPL.OYER

The Family and Medical Leave Act (FMLA) provides that an employer may require an employee seeking military caregiver leave
under the FMLA leave due to a serious injury or illness of a covered veteran to submit a certification providing sufficient facts to
support the request for leave. Your response is voluntary. While you are not required to use this form, you may not ask the employee
to provide more information than allowed under the FMLA regulations, 29 CFR 835.310 Employers must generally maintain records
and documents relating 10 medical certifications, recertifications, or medical histories of employees or employees® family members,
created for FMLA purposes as confidential medical records in separate files records from the usual personnel files and in accordance
with 29 CFR 1630.14(c)(1), if the Americans with Disabilities Act applies, and in accordance with 29 CFR 16335.9, if the Genetic
Information Nondiscrimination Act applies,

SECTION I: For completion by the EMPLOYEE and/or the VETERAN for whom the employee is
requesting leave

INSTRUCTIONS to the EMPLOYEE and/or VETERAN: Please complete Section 1 before having Section 11 completed,
The FMLA permits an employer to require that an employee submit a timely, complete, and sufficient centification to support a
request for military caregiver leave under the FMLA leave due to a serious injury or illness of a covered veteran. Ifrequested by the
employer, your response is required to obtain or retain the benefit of FMLA-protected leave. 29 U.S.C. 2613, 2614(c)(3). Failureto
do so may result in a denial of an employee’s FMLA request. 29 CFR 825.3 10(f). The employer must give an employee at least 15
calendar days to return this form 1o the employer.

(This section must be completed before Section Il can be completed by a health care provider.)
Part A: EMPLOYEE INFORMATION

Name and address of employer (this is the employer of the employee requesting leave to care for a veteran):

Name of employee requesting leave to care for a veteran:

First Middle Last

Name of veteran (for whom employee is requesting leave):

First Middle Last

Relationship of employee to veteran:

Spouse] Parent(] SonJ  Daughter[] NextofKin O (please specify relationship):

Page 1 CONTINUED ON NEXT PAGE Form WH-385-V Revised May 2015



Part B. VETERAN INFORMATION

(1) Date of the veteran’s discharge:

(2) Was the veteran dishonorably discharged or released from the Armed Forces (including the National Guard
or Reserves)? Yes[] NoO

» Please provide the veteran's military branch, rank and unit at the time of discharge:

(4} Is the veteran receiving medical treatinent, recuperation, or therapy for an injury or illness?
Yes[( No[J

Part C: CARE TO BE PROVIDED TO THE VETERAN

Describe the care to be provided to the veteran and an estimate of the leave needed to provide the care;
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SECTION II: For completion by: (1) a United States Department of Defense (*DOD™) health care provider; (2) a
United States Department of Veterans Affairs (“VA”) health care provider; {(3) a DOD TRICARE network
authorized private health care provider; (4) a DOD non-network TRICARE authorized private health care
provider; or (5) a health care provider as defined in 29 CFR 825.125.

INSTRUCTIONS to the HEALTH CARE PROVIDER: The employee named in Section | has requested leave under the
military caregiver leave provision of the FMLA 1o care for a family member who is a veteran. For purposes of FMLA military
caregiver leave, a serious injury or illness means an injury or illness incurred by the servicemember in the line of duty on active duty
in the Armed Forces (or that existed before the beginning of the servicemember's active duty and was aggravated by service in the line
of duty on active duty in the Armed Forces) and manifested itself before or after the servicemember became a veteran, and is:

(1) a continuation of a serious injury or illness that was incurred or aggravated when the covered veteran was a member of
the Armed Forces and rendered the servicemember unable to perform the duties of the servicemember's office. grade, rank,
or rating; or

(i} a physical or mental condition for which the covered veteran has received a U.S. Department of Veterans Affairs Service
Related Disability Rating (VASRD) of 50 percent or greater, and such VASRD rating is based, in whole or in part, on the
condition precipitating the need for military caregiver leave; or

(iit) a physical or mental condition that substantially impairs the covered veteran's ahility to secure or follow a substantially
gainful occupation by reason of a disability or disabilities related to military service, or would do so absent treatment; or

(iv) an injury, including a psychological injury, on the basis of which the covered veteran has been enrolled in the
Department of Veterans® Affairs Program of Comprehensive Assistance for Family Caregivers.

A complete and sufficient centification to support a request for FMLA military caregiver leave due 10 a covered veteran's serious
injury or illness includes written documentation confirming that the veteran’s injury or illness was incurred in the line of duty on
active duty or existed before the beginning of the veteran™s active duty and was aggravated by service in the line of duty on active
duty, and that the veteran is undergoing treatment, recuperation, or therapy for such injury or illness by a health care provider listed
above. Answer fully and completely all applicable parts. Several questions seek a response as to the frequency or duration of a
condition, treatment, etc. Your answer should be your best estimate based upon your medical knowledge, experience, and
examination of the patient. Be as specific as you can; terms such as “lifetime,” “unknown,” or “indeterminate” may not be sufficient
to determine FMLA military caregiver leave coverage. Limit your responses to the veteran's condition for which the employee is
seeking leave. Do not provide information about genetic tests, as defined in 29 CFR 1633.3(D), or genetic services, as defined in 29
CFR 1633.3(e)

(Please ensure that Section I has been completed before completing this section. Please be sure to sign the form on the
last page and return this form to the employee requesting leave (See Section 1, Part A above). DO NOT SEND THE
COMPLETED FORM TO THE WAGE AND HOUR DIVISION.)

Part A: HEALTH CARE PROVIDER INFORMATION

Health care provider's name and business address:

Telephone: () Fax:( ) Email:

Type of Practice/Medical Specialty:

Please indicate if you are:
O a DOD health care provider

J a VA health care provider
O a DOD TRICARE network authorized private health care provider
O 2 DOD non-network TRICARE authorized private health care provider

O other health care provider
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PART B: MEDICAL STATUS

Note: If you are unable to make certain of the military-related determinations contained in Part B, you are permitted to
rely upon determinations from an authorized DOD representative {such as, DOD Recovery Care Coordinator) or an
authorized VA representative.

(N The Veteran's medical condition is:

[0 A continuation of a serious injury or illness that was incurred or aggravated when the covered veteran wis a
member of the Armed Forces and rendered the servicemember unable to perform the duties of the
servicemember's office, grade, rank, or rating,

Oa phystcal or mental condition for which the covered veteran has received a U.S. Department of Veterans
Affairs Service Related Disability Rating (VASRD) of 50% or higher, and such VASRD rating is based, in
whole or in part, on the condition precipitating the need for military caregiver leave.

Oa physical or mental condition that substantially impairs the covered veteran's ability to secure or follow a
substantially gainful occupation by reason of a disability or disabilities related to military service, or would do
so absent treatment.

O aAn injury, including a psychological injury, on the basis of which the covered veteran is enrolled in the Department
of Veterans' Affairs Program of Comprehensive Assistance for Family Caregivers,

[J None of the above.

(2) Is the veteran being treated for a condition which was incurred or aggravated by service in the line of duty on
active duty in the Armed Forces? YesDd NoOd

(3) Approximate dale condition commenced:
4) Probable duration of condition and/or need for care:
(3) Is the veteran undergoing medical treatment, recuperation, or therapy for this condition? Yes(l  No[d

If yes, please describe medical treatment, recuperation or therapy:

PART C: VETERAN’S NEED FOR CARE BY FAMILY MEMBER

“Need for care” encompasses both physical and psychological care. It includes situations where, for example, due to his
or her serious injury or illness, the veteran is unable to care for his or her own basic medical, hygienic, or nutritional needs
or safety, or is unable to transport him or herself to the doctor. It also includes providing psychological comfort and
reassurance which would be beneficial to the veteran who is receiving inpatient or home care.

(I} Will the veteran need care for a single continuous period of time, including any time for treatment and recovery?

Yes[1 NoO

If yes, estimate the beginning and ending dates for this period of time:

(2)  Will the veteran require periodic follow-up treatment appointments? Yes[] No[

If yes, estimate the treatment schedule:
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(3)  Is there a medical necessity for the veteran to have periodic care for these follow-up treatment appointments?

Yes[) NolO

(4} Is there a medical necessity for the veteran to have periodic care for other than scheduled follow-up treatment
appointments (e.g., episodic flare-ups of medical condition)? Yes[1  No[O

If yes, please estimate the frequency and duration of the periodic care:

Signature of Health Care Provider: Date:

PAPERWORK REDUCTION ACT NOTICE AND PUBLIC BURDEN STATEMENT
If submitted, it is mandatory for employvers to retain a copy of this disclosure in their records for three years, in accordance with 29 US.C. 261 f; 249
CFR 825.500. Persons are nut required to respond to this cellection of information unless it displays a currently valid OMB8 control number, The
Department of Labor estimates that it wilt take an average of 20 minutes for respondents to complete this collection of information, including the
time for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the
collection of information. [f you huve any comments regarding this burden estimate or any other aspect of this collection information, including
suggestions for reducing this burden, send them 10 the Administrator, Wage and Hour Division, U.S. Department of Labor, Room S-3502, 200
Constitution Ave., NW, Washington, DC 20210. DO NOT SEND THE COMPLETED FORM TO THE WAGE AND HOUR DIVISION;
RETURN IT TO THE EMPLOYEE REQUESTING LEAVE (As shown in Section I, Part “A™ above),
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JURY DuTY
Employees who have been called to serve on jury duty must provide
their supervisor with a copy of the jury duty subpoena and the days of
service. The supervisor is responsible for notifying payroll of an employee’s
jury duty so that the employee can continue to receive his/her regular pay.
However, an employee is expected to report to work on any days in which

he/she is not required by the court to report.
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HIRING A TEMPORARY EMPLOYEE
When a Department Head becomes aware that an employee may be
out of work for an extended period of time due to injury or illness, he/she
may need to hire a temporary employee to fill in during the permanent
employees’ absence.
The Department Head should contact Human Resources to assist in
identifying appropriate individuals for the temporary assignment and

possible funding sources.
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I11. WHAT TO DO WHEN THE EMPLOYMENT RELATIONSHIP ENDS

Most instances when an employee separates from Town employment
are voluntary resignations or retirements. However, occasionally, an
employee leaves because his/her position is eliminated or his/her
employment is involuntarily terminated.

If an employee gives you notice of his/her intent to resign or retire, the
supervisor should ask the employee to put his/her intent to resign/retire in
writing and include the last date of employment. Although it is not required,
a two-week notice period is requested to permit the Town sufficient time to
begin the recruitment process and transition of duties. An employee should
not be granted vacation or personal leave time during the “notice period”
except under special circumstances. An employee who uses sick time during
his/her resignation period is subject to the same physician documentation
requirements as other employees and subject to the same disciplinary action
as other employees suspected of sick leave abuse.

If you are considering involuntarily terminating an employee’s
employment, it is imperative that you contact Human Resources before you
take any steps to insure that termination is warranted and that the employee
is provided with appropriate due process and/or union representation.

If an employee is terminated or laid off, the Town is required to
provide him/her with a final paycheck and “pink slip” for the purpose of
filing a claim for unemployment within a specific time frame. Therefore, it
is important to provide the Human Resources Department with as much
advance notice as possible of the employee’s anticipated last date of
employment so his/her final paycheck and unemployment papers can be

prepared and delivered in the required time frame.
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If the employee has any Town property, please make sure it is
returned before the employee’s final day of employment.
If you have questions about a personnel procedure or form that is not

addressed in this guide, please contact the Human Resources Department at
(203) 656-7390.
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Town of Darien
TERMINATION OF EMPLOYMENT CHECKLIST

Instructions: This section is to be completed by the immediate supervisor as accurately as possible for each
terminating employee.

1. Employee’s Name:

2. Employee ID #:

3. Employee’s Last Day Worked:

4. Is this a termination voluntary? If yes, please forward the letter of resignation to the Human
Resources Department immediately. (Note: It is the supervisor’s responsibility to submit the employee’s
last timesheet on or before the last day.)

5. Is this a retirement? If yes, specify effective date.

6. Is this termination involuntary? If yes, the supervisor must have all of the completed progressive
discipline documentation to support this decision. Did supervisor confer with HR before any action was
taken?

7. Did employee complete the Exit Interview form? If no, please ensure that the form is completed and
submitted to Human Resources for review.

8. On the employee’s last day of employment did you gather, check and document receipt of all Town of
Darien property in the employee’s possession including, but not necessarily limited to, the following:

Keys Swipe Card Computer Cell Phone Laptop [Pad
Flash Drive Docking Station Wireless Keyboard
Mouse Parking Permit Uniforms (Shirts/Pants) Tools/Equipment Other

9. If employee requires information regarding COBRA, vacation accrual or other post employment
benefits did you refer the employee to Human Resources for guidance? If no, please ensure you contact
the employee immediately to set up an appointment.

Upon notification by Human Resources or the employee’s supervisor, the Technology Department is
responsible for ensuring that the separating employee’s access to Town of Darien technology is immediately
terminated.

Please indicate whether it will it be necessary for someone from the department to review old e-mail messages
in this terminated employee's mailbox before the employee is removed from the system?
If yes, who?

Please identify where the files on the network are to be directed:
[ ] Transferred to another user. If yes, specify name
[ ] Transferred to the department shared folder
[ ] Archived
[ ] Do not direct, delete (purge)

How do you want local data on the hard drive handled?
[ ] Transferred to another user:
[ ] Deleted: (Computer data will be completely deleted)
[ ] Store until further notice (Requires Director of Technology and Superintendent’s approval)

Please send this information to Human Resources immediately with complete email approval chain. In turn,
Human Resources will forward the information to the Technology Department for security purposes.

For HUMAN RESOURCES USE (Insert Date and Initial)
Received Termed Skyward Other



Town of Darien

EMPLOYEE CHANGE OF STATUS REPORT

Name: Department
Effective Date: Employee ID Number:
Job Number: Position Number:
CHANGE EROM: To:
Department
Organizational Code
Job Title
Grade/Step
Rate of Pay
Bargaining Unit
REASON FOR CHANGE

New Hire Re-hire Promotion Transfer
Reassignment Resignation Retirement Layoff
Discharge Leave of Absence From: To:
Other (Explain):

APPROVALS
Departﬁent Head: Date:
Human Resources: Date:
Finance/Payroll: Date:
Town Administrator: Date:




